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{F 000}| INITIAL COMMENTS F 000 s
{F aoo} The statements made in this plan

An unanncunced Medicare/Medicaid revisit to the of correction are not an admission

standard survey ending 3/31/16 was conducted end do not constitute agreement
5/10/16 through 5/12/16. Corrections are with the alleged deficiencies
required for compliance with the following 42 CFR herein.

Part 483 Federal Long Term Care Requirernents. T s - 1 ]
Uncorrected deficiencies are identified within this O remain m compliance with all
report. Corrected deficiencies are identified on state and federal regulations, the
the CMS 2567-B. One complaint was center has taken or will take the
investigated during this survey. actions set forth in this Plan of
The census in this 190 certified bed facility was Conec_tmn. In addition, the

183 at the tima of the survey. The survey sample following plan constitutes the
consisted of 28 current resident reviews center’s allegation of compliance.

(Residents #101 through #117, and #120 through
#130) and two closed record reviews (Residents

All alleged deficiencies have been

#118 through #119). gl'd V.VIH bde corrected by the dates
I ted.
F 157 483.10(b)(11) NOTIFY OF CHANGES F 157 | d1cate
85=D| (INJURY/DECLINE/ROOM, ETC) 6/22/2016
Afacility must immediately inform the resident; X .
consult with the resident's physician; and if 1. Resident #114 responsible party
known, notify the resident's legal representative (RP} is aware of orders for x-ray and
or an interested family member when there is an pain medications. Resident #124

.a:.:cident(;nr\].'olvtirr:g thet rets_icfefnt whic.h‘resulljts |n completed Vancomycin treatment
injury and has the potential for requiring physician . 124 is free
intervention; a significant change in the resident's on 5/18/16. Resident #

physical, mental, or psychosocial status (i.e., a from loose stools. Resident #115
deterioration in health, mental, or psychosocial was seen by MD on 5/12/16.

status in either life threatening conditicns or Resident #116 no longer resides in
clinical complications); a need to alter treatment

significantly (i.e., a need to discontinue an the factl@%%: ({j o %‘J %w
existing form of treatment due to adverse BT e S B
consequences, or to commence a new form of

treatment); or a decision to transfer or discharge jUN @ 9 zmﬁ

the resident from the facility as specified in .

vies e WOHIOLED

The facility must alse promptly notify the resident
and, if known, the resident's legal representative

le:y's OR PROV, UFPPLIER REPRESENTATIVE'S SIGNATURE TITLE [X6| DATE
s - Zi,Zi @ _ e
na M‘é TS ZD . b5~

Mdeﬁclency staternent ending with an asterisk (*) a'enoles a deficiency which the Institution may be excused from cerrecting previding it is determined that
cther safeguards provide sufficlent protection te the patients . (See Instructions.) Except for nursing homes, the findings stated above are disclesable 90 days
followling the date of survey whether or not a plan of correction is provided. For nursing homes, the above findlngs and plans of correction are disclosable 14
days following the date these documents are made available to the facillty. If deficiencies are ciled, an approved plan ef correction is requislte fo centinued
prograrn participation,
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or interested family mamber when there is a
change in room or roommate assignment as
specified in §483.15(e)(2); or a change in
resident rights under Federal or State law or
regulations as specified in paragraph (b)(1) of
this section.

The facility must record and periodically update
the address and phone number of the resident's
legal representative or interested family member,

This Reguirement is not met as evidencad by;
Based on staff interview, facility document review,
clinical recerd review znd in the course of
complaint investigation, it was determined that
the facility staff failed to notify the physician and
or RP {responsible party) of a change in a
resident's condition for five of 30 residents in the
survey sample, Residsnt #114, #124, #115, #116
and #130.

1. For Resident #114 facility staff failed to notify
the resident's RP {responsible party) of new
physician orders for a back x-ray and pain
medication.

2, a. For Resident #124 facility stzff failed to notify
the resident's physician about the resident not
receiving all prescribed deses of Vancomycin (an
antibictic) for the freatment of C-dif (clostridium
difficile)*.

2, b. Facility staff failad to noiify the resident's
physician about the resident's coniinued loose
stools In a resident with a diagnesis of costridium
difficile and had a roommate, Resident#125.

3. The facility staff failed to notify the physician
and respensible party of a request to follow-up

2. Residents currantly residing in
the center have the potential to be
affected. Fer residents currently
residing in the center a review was
done by the director of clinical
services/designee to ensure that
MD/RP was notified for changes in
resident’s cendition and plan of care
including order changes for the past
thirty (30) days.

3. In-servicing has been provided te
the licensed nurses and
interdisciplinary team (IDT) by the
director of clinical services/designee
regarding notification to MD/RP
regarding changes in condition and
in plan of care including order
changes. A random weekly reviaw
will be conducted by the director of
clinical services/designee for five (5)
residents per week for three (3)
months te ensure that the MD/RP
have been notified of change in care
te include crder changes.

4. Results of the reviews will he
discussed by the
administrator/designee at the
Quality Assurance Performance
Improvement meeting monthly for

three (3) months. The committee
will recemmend provisicns to the

plan as indicated to sustain
substantial compliance.

an,
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with a resident after a trip to the emergency room.

4. The facility staff failed to notify the physician
and RP (responsible party) for Resident #1186
following a threat made hy Resident #130 toward
Resident #116 on 5/9/16.

5. The facility staff failed to notify the physician
and RP for Resident #130 following a threat
made by Resident #130 toward Resident #1168 on
5188,

The findings include;

1. Resident #114 was admitted to the facility an
4/26/16 with diagnoses that included but were not
limited to: anxiety, dementia and bipolar disease*.

The most recent MDS (minimum data set), an
admission assessment, with an ARD
(assessment reference date) of 5/3/16 caded the
resident with a four out of 15 on the BIMS (brief
interview of mental status) indicating the resident
was severely impaired to make daily cognitive
decisions. The resident was coded as requiring
assistance of one staff member for dressing.

Review of the physician's orders signed and
dated 5/11/16 at 1:00 p.m. documented, “X-ray
Thoraco-lumbar Spine (arrow pointing to right)
Back Pain. Tramadol*™* 25 mg po (by mouth) BID
(twice & day) PRN (as needed) Pain."

Review of the nurse's notes for 5/11/16 and
5/12/18 did not evidence documentation that the
resident’s RP had been notified of the new
orders.

An interview was conducted on 5/12/16 at 1:23
p.m. with RN (registered nurse) #1. When asked
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what procass staff followed when a resident had
anew order, RN #1 stated, "We document it in
the chart and nctify the RP.”

An interview was conducted on 5/12/16 at 5.05
p.m. with ASM (administrative staff member) #2,
the director of nursing. When asked what things
staff notified the resident’'s RP about, ASM #2
stated that she would expect the RP to be netified
with a change in the resident's condition.

Review of the facility's policy titled, "Change in
Resident Condition." decumented in part, "Policy:
The Clinical Nurse will recognize and
approprialely intervene in the event of a change
in resident condition, The
Physician/Family/Responsible Party will be
notified as soon as possible. The
Physician/Family/Responsible Part will be notified
as soon as possible include (sic) but not limited to
significant change, accident/incident, change in
treatment... Procedure; Notification of the
physician and agent/surrogate/contact person of
a significant change in status shall routinely ccecur
during the shift in which it occurs.”

On 5/12/16 at 3:20 p.m. ASM #1, the
administrator and ASM #2, the director of nursing
were made aware of the findings.

Ne further information was provided prior to exit.

Basic Nursing, Essential for Practice, 6th edition
{(Potter and Perry, 2007, pages 56-58), was a
reference source for physician’s orders and
notification. Failure to monitor the patient's
condition appropriately and communicate that
information to the physician or health care
provider are causes of negligent acts. The best
way to avoid being liable for negligence is to
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follow standards of care, to give competent health
care, and to communicate with other health care
providers. The physician or health care provider
is responsitle for directing the medical treatment
of a patient.

*Bipolar disorder, also known as
manic-depressive illness, is a brain disorder that
causes unusual shifts in mood, energy, activity
levels, and the ability to carry out day-to-day
tasks.
http://www.nimh.nih.gow’health/topics/bipolar-diso
rderfindex.shiml

**Tramadol is used o relieve moderate to
moderately severe pain. Tramadol
extended-release tablets and capsules are only
used by people who are expected to need
medication to relieve pain around-the-clock.
https://www.nIm.nih.gov/medIineplus/druginfo/me
ds/aB95011 hmil

2. a. Resident #124 was admitted to the facility on
4/26/16 with diagnoses that included but were not
limited to, end-stage kidney disease, high blood
pressure, diabetes and chronic c-dif (clostridium
difficile}.

The most recent MDS, an admission
assessment, with an ARD (assessment reference
date} of 5/3/16 coded the resident as 13 out of 15
on the BIMS indicating the resident was
cognitively intact to make daily decisions. The
resident was coded as requiring assistance from
staff for all activities of daily living. In section "| --
Active diagnoses” the resident was coded as
having "ENTEROCOLITIS* DUE TO
CLOSTRIDIUM DIFFICILE."

Review of the physician's orders 4/268/16
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documented, "VANCOMY CIN 250 MG
(milligrams )5 ML (milliliter) SOLUTION FOR >
VANCOMYCIN ORAL 250 mg/SML TAKE 10 ML
(500 MG) BY MOUTH EVERY 6 HOURS FOR
CDIFF.."

Review of the MAR (medication administration
record) for May 2016 documented,
"VANCOMYCIN 250MG/5ML. TAKE 10ML (500)
MG BY MOUTH EVERY 6 HOURS FOR CDIFF.."
The medication was documented as not being
given to the resident on seven out of 44
opportunities. On 5/7/16 it was documented, "12
(midnight) + 8A (6:00 a.m.) Vancomycin refused."
Further review of the MAR did not evidence
documentation on the other occasions the
Vancomycin was not administered to the resident.

Review of the May 2015 nurses' notes did not
evidence documentation that the physician had
been notified that the resident had not received
the Vancomycin as ordered.

An interview was conducted on 5/11/16 at 5:05
p.m. with ASM (administrative staff member) #2,
the director of nursing. When asked for the
documentation for the physician notification of the
Vancomycin not being given, ASM #2 stated, "I
could not find any notification of the vanco
(Vancomycin)." When asked if she expected staff
to notify the physicizn of the missed doses of
Vancomycin, ASM #2 stated, "Yes."

An interview was conducted on 5/12/16 at 8:30
a.m. with OSM (other staff member) #8, the
pharmacist. When asked the importance of
taking antibiotics as ordered by the physician,
OSM #8 stated, "If it's a contagious infection it
would be important for the resident to take the
medication as prescribed, it's like kids. After

FORM CMS5-2567(02-98) Previous Varsions Obsolete J2WF12 If continuation sheet Page 6 of 153



Printed:  05/26/2016

DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. D238-0391
STATEMENT OF DEFICIENCIES (X1} PROVIDER/SUPPLIER/CLIA %2} MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
R-C
495362 B. WING 051220186
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ASHLAND NURSING AND REHABILITATION 9068 THOMPSON STREET
ASHLAND, VA 23005
X4 1D SUMMARY STATEMENT OF DEFICIENCIES o PROVIDER'S PLAN OF CORREGTION 8)
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY)
F 157] Continued From page 6 F 157

they're been on antibiotics and not contagious
they can go back to school, the elderly would be
the same.”

An interview was conducted on 5/12/16 at 9:35
a.m. with ASM #8, the medical director. YWhen
asked when if a resident did not receive
prescribed medications, ASM #5 stated, "After
two missed doses the doctor and the family need
to be called.” When asked why it was important
for residents to receive the antibiotics as ordered,
ASM #6 stated, "The patient needs to be cleared
of infection, it can worsen or spread (if not
treated).”

An interview was conducted on 5/12/16 at 11:40
a.m, with LPN (licensed practical nurse) #1.
When asked the process staff followed if a
resident missed doses of their medications, LPN
#1 stated, "If not able to get or give the
medication as ordered | notify the MD (medical
doctor), see if he wants something else to be
given in its place.”

Review of the facility's policy titled, "Change in
Resident Condition.” documented in part, "Policy:
The Clinical Nurse will recognize and
appropriately intervene in the event of a change
in resident condition. The
Physician/Family/Responsible Party will be
notified as soon as possible. The
Physician/Family/Responsible Part will be notified
as soon as possible include (sic) but not limited to
significant change, accident/incident, change in
treatment... Procedure: Notification of the
physician and agent/surrogate/contact parson of
a significant change in status shall routinely occur
during the shift in which it occurs.”

On 5/12/16 at 3:20 p.m. ASM #1, the
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administrator and ASM #2, the director of nursing
were made aware of the findings.

No furher information was provided prior to exit.

Basic Nursing, Essential for Practice, 6th edition
{Potter and Perry, 2007, pages 56-58), was a
reference source for physician's orders and
notification. Failure to monitor the patient's
condition appropriately and communicate that
infarmation to the physician or health care
provider are causes of negligent acts, The best
way to avoid being liable for negligence is to
follow standards of care, to give competent health
care, and to communicate with other health care
providers. The physician or health care provider
is responsible for directing the medical treatment
of a patient.

*The stool C, difficile toxin test detects harmful
substances produced by the bacterium
Clostridium difficile (C. difficile). This infection is a
common cause of diarrhea after antibiotic use.
https:llwww.nIm.nih.gov/medlineplus/ency.’article/
003590.htm

**Enterocolitis - According to the medical
literature, signs and symptoms of mastocytic
enterocolitis primarily include chronic, intractable
diarrhea and abdominal pain. Other symptoms
that have occasionally been reported include
constipation, nausea, and/or vomiting.
https:/frarediseases.info.nih.govigard/10176/mast
ocytic-enterocolitis/resources/9

2. b. Resident #124 was admitted to the facility on
4/26/16 with diagnoses that included but were not
limited to, end-stage kidney disease, high blocd
pressure, diabetes and chronic c-dif (clostridium
difficile).
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Review of Resident #124's MAR dated 5/5/15
documented, "Anusol Supp 1 via rectum QHS X
10 day (sic).” It was documented that the resident
received the suppository on 5/6/16, 5/7/18,
5/8/18, 5/10/16 and 5/11/16. Further raview
documented, "Tucks fo rectal area after each
loose stool as ngeded PRN.” There was no
documentation that the resident had been treated
with the Tucks,

Review of the physician's orders on 5/6/16
documented, "C diff stool X 1."

Review of the unit's 24 hour report documented in
part;

5/6/16, "(Name of resident #124). ABT
(antibiotic)/C-diff. ?Contact Precautions? 11-7 No
reactions X1 loose stool. Vanc (Vancomycin) in
route this am from pharmacy. 7-3. ABT; no
adverse reactions. Loose stool X 1. 3-11 (3:00
p.m. to 11:00 p.m.) stool samp (sample). Call lab
for pickup.” :

5/8/186, "(Name of resident #124). 11-7 Loose
Stools.”

5/8/16, "(Name of resident #124). 11-7. Resident
is nof on contact precautions, 1 reported loose
stool....she has loose stools daily, Please F/U
(follow up) in am (c with a line over it meaning
with) order for contact, she ambulates with loose
foul stool.”

5/10/16, "(Name of resident #124)., 11-7. D/T
(due to) No F/U on stool sample called Lab
(laboratory) No record received. Loose stools
daily (with) foul odor. "?contact precaution?”
Resides in semi-private room with loose/foul
stoal. *Tx (treated) for C-diff. F/U (with) MD
(medical doctor) RE: contact precaution order.”
5/11/18, "(Name of resident #124). F/U (with) MD
RE: CONTACT PRECAUTION.”
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Review of the resident's record did not evidence
documentation that the physician had been
notified about the loose stools or to follow up on
the need for contact precautions.

Review of Resident #124's nurses' notes dated
5/10/16 and timed 7:00 2.m. t0 3:00 p.m.
documented in part, "Incontinent of bowsl and
bladder." 3:00 p.m. to 11:00 p.m. nurse's note
documented in part, "Rsd (resident) has
diagnosis of c-diff (a 0 with a line through it
meaning no) contact precautions present/ in semi
private room (with) roommate." The
documentation did not evidence that the
physician had been notified.

An interview was conducted on 5/12/16 with ASM
#68, the medical director. When asked what if
anything would he do if a resident with a
diagnosis of c-diff continued to have loose stools,
ASM #6 stated, "If they're still having loose stools
they should call the doctor. | would keep the
resident in isolation if still having loose stools
because the c-diff is still positive.”

An interview was conducted with CNA (certified
nursing assistance) #11, the aide caring for
Resident #124. When asked what process staff
followed if a resident had loose stools CNA #11
stated, "Notify the nurse." When asked if the
resident had had any loose stools that day, CNA
#11 stated, "She hasn't had any."

An interview was conducted with ASM #3, the
assistant director of nursing. When askad about
the 24 hour report for Resident #124, ASM #3
stated, "If | speak honestly, | don't recall teing
part of that discussion." When askad if she would
be concemed about the resident continuing to
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have loose stools, ASM #2 stated, "Absolutely,
we would call the doctor and get a (stool)
specimen.”

On 5/12/16 at 3:20 p.m. ASM #1, the
administrator and ASM #2, the director of nursing
were made aware of the findings.

Review of the facility's policy titled, "Change in
Resident Condition.” documented in part, "Policy:
The Clinical Nurse will recognize and
appropriately intervene in the event of a change
in resident condition. The
Physician/Family/Responsible Party will be
notified as soon as possible. The
Physician/Family/Responsible Part will be notified
as soon as possible include (sic) but not limited to
significant change, accident/incident, change in
treatment... Procedure: Notification of the
physician and agent/surrogate/contact person of
a significant change in status shall routinely occur
during the shift in which it occurs.”

Review of the facility’s policy dated 11/30/2014
titled, "Comprehensive 24 Hour Report (Quality
Assurance)” documented in part, "Policy: Clinical
Services shall have a written method for
monitoring and communicating clinical
information, unusual occurrence information, and
administrative matters on a twenty-four (24) hour
basis. Procedure: Examples of additional issues
which may be addressed on the report are as
follows but should not be considered all inclusive:
Residents whose condition requires extra
attention and supervision...Physician visits and
CONCErS or issues.”

No further information was provided prior to exit.

Basic Nursing, Essential for Practice, 6th edition
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(Potter and Perry, 2007, pages 56-59), was a
reference source for physician's orders and
notification. Failure to monitor the patient's
condition appropriately and communicate that
information to the physician or health care
provider are causes of negligent acts. The best
way to avoid being liable for negligence is to
follow standards of care, to give competent health
care, and to communicate with other health care
providers. The physician or health care provider
is responsible for directing the medical treatment
of a patient.

3. The facility staff failed to notify the physician
and respensible party of a request to follow-up
with a resident after 2 trip to the emergency room.

Resident #115 was admitted to the facility on
4/26/11 with diagnoses that included, but were
not limited to: cancer, cirrhosis, hepatitis C,
diabetes, hypertension, and gastroesophageal
reflux disease.

The most recent MDS (minimum data set)
asgessment was an annual assessment with an
ARD {assessment reference date) of 2/8/16.
Resident # 115 was coded as scoring 15 out of a
possitle 15 on the Brief Interview for Mental
Status (BIMS) in Section C, Cognitive Patterns,
indicating the resident was coghitively intact.

On 5/4/16 Resident # 115 was sent to the
emergency room of a local hospital bacause of 2
complaint of chest pains. A review of Resident
#115's clinical record revealed a nurse's note
dated 5/5/16 at 2:20 a.m. that documented,
"Resident returned from (name of Iocal hospital).
No new crders at this time. Follow up with MD
{(medical doctor) within two days." Review ofthe
nospital record revealed the following
documentation dated 5/5/18, "Follow-up
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The most recent MDS, an admission
assessment, with an ARD of 5/3/16 coded the
resident as 13 ocut of 15 on the BIMS indicating
the resident was cognitively intact to make daily
decisions. The resident was coded as requiring
assistance from staff for all activities of daily
living. The resident was coded as being
frequendy incontinent of stool. In section "l -
Active diagnoses” the resident was coded as
having "ENTEROCOLITIS* DUE TO
CLOSTRIDIUM DIFFICILE."

Resident #125 was admitted to the facility on
21271111 with diagnoses that included but were not
limited to: arthritis, high blood pressure and
muscle wezakness.

Resident #125's most recent MDS, annual
assessment, with an ARD of 3/8/16 coded the
resident as having 15 out of 15 on the BIMS,
indicating that the resident was cognitively intact
to make daily decisions. The resident was coded
as needing staff assistance for activities of daily
living except for eating which the resident could
do after the tray was prepared. The resident was
coded as always being incontinent of urine and
stool.

Review of the resident's clinical record did not
evidence that the resident had Ioose stools,

An observation was made of Residents #124 and
#125 on 5/11/16 at 1:42 p.m. Resident #124 was
siting up in & wheelchair next to her bed,
Resident #125 was sitting up in 2 wheelchair
placed at the foot of her bed.

An observation was made of Residents #124 and
#125 on 5/12/16 at 9:07 a.m. Resident #124 was
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lying in bed on her left side, she was wearing &
brief that was not visibly soiled. Resident #125
was sitting up in a wheelchair placed at the foot of
her bed.

Review of Resident #124's care plan dated
4/26/16 documented in part, "6. Infection Alert.
Type: Chronic CDiff. Monitor for $/5 {signs and
symptoms) infection -- loose stools. Meds as
ordered. Isolation: D/C {discontinued)."

Review of the physician's orders dated, 4/28/16
documented, "D/C {discontinue) contact
precautions.”

Review of Resident #124's nurses' notes dated
5/5/16 documented in part, "Incontinent of bowel
and bladder. N.Q. {new order) from MD anusol
supp {suppository) 1 via rectum daily X (times) 10
days, tucks to rectal area after each loose stool
FRN (as needed) for hemorrhoids."

Review of the physician's orders on 5/5/18
documented, "Anusol Supp 1 via rectum daily X
10 days Tucks to rectal area after each loose
stool."

Review of Resident #124's nurses' notes dated
5/6/16 and timed "11-7 (11:00 p.m. to 7:00
a.m.)Resident remain (sic) skilled care, ABT
{antibiotic)/c-diff continues...X1 loose stool.” The
documentation did not evidence that the
physician had been notified.

Review of the nurses' notes dated 5/6/16 and
timed "7-3 (7:00 a.m. to 3:00 p.m.)" documented,
"Resident had loose stools X1 this shift. No blood
noted when rendering incontinence care." The
documentation did not evidence that the
physician had been notified of the loose stool.

F 157
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Information:

staff, confirm

During an int

24 hour repo

resident in 2

resident in 2

24 hour repo

hour report b

am." Under

Follow up with (name of Resident #

115's physician) Call in 2 days." Further review of
the clinical record revealed documentation of the
most recent physician progress was dated 4/1/18,
During an interview on 5/11/16 at 3:10 p.m. with
O3M {other staff member) # 1, medical records

ed that this was the most recent

physician progress note.

Further review of the clinical record revealed no
documentation that the physician or responsible
party had been notified of the recommendation to
“follow-up in 2 days".

erview on 5/11/16 at 3:25 p.m. with

LPN (Licensed practical nurse) # 3, Resident #
115's hospital record was reviewed. LPN # 3
stated that one should put the information on the

rt, put a note in the doctor's book so

that the doctor would know 1o follow-up with the

days, let the RP (responsible party)

know that the doctor will be following up with the

days.

During an interview on 5/11/16 at 3:40 p.m. with
LPN#1, LPN # 1 stated that one would put the
information to follow-up with the physician on the

rt and one would also put a note in

the doctor's book, LPN # 1 was asked to check
the 24 hour report and the doctor's book for a
note. LPN stated that there was a note on the 24

ut no note in the doctor's book.

Review of the 24 hour report revealed the
following documentation: next to Resident # 115's
name: Under “Clinical Status Change" "Please
notify MD of hyponatremia** Under 11-7 "{name
of local hospital) for chest pain returned at 2:20

7-3 "No complaints voiced about

pain or discomfort" Under 3-11 "(symbol for no)
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pain/distress” Under "Reminders were boxes next
to 'Dr' (doctor) & 'Family™ "Time Notified:" (with 2
place to write the time) neither of the boxes was
checked.

During an interview on 5/11/16 at 3:50 p.m. LPN #

1 offered to call the physician to see if he was '
aware of the recommendation to follow-up in 2

days. LPN# 1 reported that the physician did not

see the Resident and did not know there was a
recommendation for a follow-up. LPN # 1 further
stated that the physician asked that (name of the
medical director) see the Resident,

During an interview on 5/11/16 at 4:02 p.m. LPN #
1 stated that she had made a notation in the
doctor's book for the medical director to sse the
Resident.

During an interview on 5/12/16 at :50 a.m, with
ASM (administrative staff member) # 1, the
administrator, this concern was shared and the
facility policies on notification and 24 hour report
were requested.

Review of the facility policy: "Change in Resident
Condition: Under "Policy: The Clinical Nurse will
recognize and appropriately intervene in the event
of a change in resident condition. The
Physician/Family/Responsible Party will be
nctified as soon as possitle.” Under "Procedure:
The primary Clinical Nurse will communicate to
the nurse manager/supervisor any change in
resident condition as it occurs. This will also be
communicated in the 24 hours report as well. The
Physician/Family/Responsible Party will be
notified as soon as possible include but not
limited to significant change, accident/incident,
change in treatment, transfer/D/C (discharge)...”
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Review of the facility policy: "Comprehensive 24
Hour Report” Under "Policy: Clinical Services
shall have a written method for monitoring and
communicating clinical information, unusual
occurrence information, and administrative
matters on a fwenty-four (24) hours basis.”
Under "Procedure: The Clinical Nurse shall
complete the 24-hour report form for his/her
designated unit and shift. Updates to the census
information such as admissions, discharges,
LOAs (leave of absence), transfers and deaths
shall be documented for each unit and each
shift..."

Buring an interview on 5/12/16 at 10:20 a.m. with
ASM # 3, the assistant director of nurses, ASM #
3 reported that the medical director had seen the
Resident (Resident# 115). At this time 2 request
was made for any note the medical director had
written,

Prior to exit no further information was provided.

In Basic Nursing, Essential for Practice, 8th
edition (Potter and Perry, 2007, pages 56-50),
was a reference source for physician’s orders and
notification. "Failure to monitor the patient's
condition appropriately and communicate that
information to the physician or health care
provider are causes of negligent acts. The best
way o avoid being liable for negligence is to
follow standards of care, to give competent health
care, and to communicate with other health care
providers. The physician or hezlth care provider
is responsible for directing the medical treatment
of a patient.”

*Hyponatremia is a condition that occurs when
the level of sodium in your blood is abnormally
low.
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<https:/Awww.nim.nih.gov/imedlineplus/ency/article
/000394 . htm>

4. Rasident #116 was admitted to the facility on
5/3/16 with diagnoses including, but not limited to:
schizophrenia, dementia, high blood pressure,
and depression. On Resident #116's admission
nursing assessment dated 5/3/16, he was coded
as having both short term and long term memory
problems. He was coded as having a history of
depression, but was coded as not having any
behaviors. He was coded as having an alteration
in safety awarenass due to cognitive decline.

Resident #130 was admitted to the facility on
10/10/13 and most recently readmitted on

11/2 1114 with diagnoses including, but not limited
to: chronic obstructive pulmonary disease,
epilepsy, heart failure, agitation and history of a
stroke. On the most recent MDS (minimum data
set), a quarterly assessment with (ARD)
assessment reference date 3/10/16, Resident
#130 was coded as having moderate cognitive
impairment for making daily decisions, having
scored eight out of 15 on the BIMS (brief
interview for mental status). He was coded as
having exhibited no behaviors during the look
back period.

A review of the clinical record for Resident #116
revealed the following nurse's note, dated 5/9/16
at 7:30 p.m. and written by LPN (licensed

.| practical nursg) #11: "Charge nurse on middle

hall giving out medication. Called to Front Hall
[wing number] by other residents. Resident noted
on floor in hallway. Denies pain or discomfort.
[Names of other residents] state they didn't see
him fall but they heard him hit the floor. Resident
extremely confused wandering and fumbling
around in the room to the point the roommate is
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upset and threating (sic). MD (physician) called
and made aware of fall. Request b/p (blood
pressure} to be rechecked. BP 132/60...Call
blaced to MD. Awaiting return call @ (at) this
time."

A review of the Admission Care Plan for Resident
#116 dated 5/2/18 listed the following
interventions under the heading
"Falls/Safety/Elopement Risks™" Orthostatic
hypotension precautions (to prevent low blood
pressure when quickly sitting or standing up),
ambulation devices as necessary, assess
cognitive status as ability to ask for assistance,
assess resident footwear for fit and non-skid
soles, encourage activity, safety checks,
orthostatic BP (blood pressure} checks.

Further review of the clinical record revealed no
further evidenca that the facility staff notified
Resident #118's physician or RP of the threat
made by Resident #130.

On 5/11/16 at 5:50 p.m., ASM (administrative
staff member) #3, the assistant director of
nursing, was interviewed regarding the above
referenced nurse's note. She was asked to
provide the surveyor with an incident report and
investigation, or any other evidence that of
physician and RP notification of the threat
Resident #13C made to Resident #116. She
stated that she did not have any further
documentation regarding this incident. She
stated that she was aware that the nurse working
the floor when the incident occurred separated
the residents immediately, and kept Resident
#118 at the nurse's station until Resident #1370
had gone to sleep. She stated that when
Resident #13C went to sleep, the facility staff
assisted Resident #116 back into his bed (in the

STATEMENT OF OZFICIENCIES (X1) PROVIDER/SUPPLIERICLIA {X2) MULTIELE CONSTRUCTION (X3) OATE SURVEY
AND PLAN OF CORRECGTION IOENTIFIGATION NUMBER: A BUILDING COMBLETED
R-C
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ASHLAND NURSING AND REHABILITATION 906 THOMPSON STREET
ASHLAND, VA 23005
X4y ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION x5}
PREFIX {EACH OEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENGCY)
F 157| Continued From page 18 F 157

FORM CMS-2567(02-99) Previous Versions Obsolete

J2WF12

If continuation sheet Page 15 of 153



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed:  05/26/2015
FORM APPROVED
OMB NO. 0938-0391

STATEMENT OF DEFICIENCIES {X1) PROVIOER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) OATE SURVEY
AND PLAN OF CORRECTION IOENTIFICATION NUMBER: A. BUILOING COMPLETED
R-C
495362 B. WING 05/12/20186
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIF CODE
ASHLAND NURSING AND REHABILITATION 906 THOMPSCON STREET
ASHLAND, VA 23005
04 10 SUMMARY STATEMENT OF OEFICIENCIES 10 PROVIOER'S PLAN OF CORRECTION x5)
PREFIX (EACH OEFICIENCY MUST BE PRECEQEQ BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG OR LSC IOENTIFYING INFORMATION) TaG CROSS-REFERENCEQ T0 THE APPROPRIATE oaT2

F 157| Continued From page 19 F 157
same room as Resident #130).

On 5111/15 at 6:10 p.m., LPN #11 was
interviewed about the above referenced incident.
She stated that she was initially focused on
Resident #116's fall and on assessing him for any
injuries. She stated that her assessment
revealed no apparent injuries for Resident #115.
She stated that Resident #116 was being "very
loud and unsteady" in his room, and that Resident
#130 said: "If you can't make him sit his
[expletive] down, | will make him sit it down." She
stated that she put Resident #116 in a wheelchair
and took him to sit at the nurse's station for the
duration of the shift. She stated that Resident
#1230 went to sleep, and she assisted Resident
#1186 back to his bed at that ime. She stated that
she told the supervisor about this, and that the
supervisor told her to make sure the residents
were separated and monitored to make sure
there were no other incidents, When asked if she
natified the physician or RP of the threat, she
stated: "No, | didn't. | know [ should have, | was
more focused on the fall, |told them about the
fall, but | didn't tell them about the rest."

On 5/12/16 at 8:25, LPN #8, the unt manager,
was interviewed regarding what she would do i
she was notified of a resident threatening another
resident. She stated that the residents should be
separated for safety. She stated that she would
alert the director of nursing. She stated that the
doctor and the RP should also be notified.

On 5/12/16 at 8:40 a.m., LPN #10, the gvening
supervisor on 5/9/18, was interviewed regarding
the process to be followed when a resident was
threatened by a roommate. She stated: "If it was
an actual threat, | would separate them and notify
my boss. |would get witness statements from
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anyone who saw or heard anything, whethar it
was staff or residents.” Whan asked how she
determined that a threat was an "actual" one, she
stated: "An actual threat would be if a patient
said that they would hurt someone or had actually
hurt someone.” When asked about the above
referenced incident between Resident #116 and
Residont#130, she stated: "It was not brought to
me as athreat” She said that another staff
member had told her that Rasident #130 had
made a statement and that we needed todo
something about Resident #116 falling all over the
place.” She stated that her concern was much
more about the resident's unstoadiness and risk
for falls. When asked if the physician and RP
should have been notified, she stated that both
should have been notified.

On 5111186 at 5:50 p.m., ASM #1, the
administrator, ASM #2, the director of nursing,
ASM #3, the assistant director of nursing, and
ASM #4, the regional consultant, were informed
of these concerns,

A review of the facility policy entitled "Resident
Incident/Accident Reports* revealed, in part, the
following: "Any happening not consistent with
routine operations of the facility or care of 2
resident may warrant the complstion of an
incident report...Following nursing assessment,
the physician will be notified of any noted or
suspected injury, and will implement appropriate
interventions. The event, along with assessment,
physician and other required notification will be
documented in the clinical record. Resident's
family or legal representative will be notified of
incident."

No further information was provided prior to exit.
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5. Resident #130 was admitted to the facility on
10/10/13 and most recently readmitted on
11/21114 with diagnoses including, but not limited
to: chronic obstructive pulmonary dissase,
epilepsy, heart failure, agitation and history of a
stroke. On the most recent MDS (minimum data
set), a quarterly assessment with (ARD)
assessment reference date 3/10/16, Resident
#130 was coded as having moderate cognitive
impairment for making daily decisions, having
scored eight out of 15 on the BIMS (brief
interview for mental status). He was coded as
having exhibited no behaviors during the look
back period.

Resident #116 was admitted to the facility on
5/3/16 with diagnoses including, but not limited to:
schizophrenia, dementia, high blood pressure,
and depression. On Resident #116's admission
nursing assessment dated 5/3/16, he was coded
as having both short term and long term memory
problems. He was coded as having a history of
depression, but was coded as not having any
behaviors. He was coded as having an alteration
in safety awareness due to cognitive decline.

A review of the clinical record for Resident #115
revealed the following nurse's note, dated 5/6/15
at 7:30 p.m, and written by LPN (licensed
practical nurse} #11; "Chargs nurse on middle
hall giving out medication. Called to Front Hall
[wing number] by other residents. Resident noted
on floor in hallway. Denies pain or discomfors,
[Names of ather residents] state they didn't see
him fall but they heard him hit the floor. Resident
extremely confused wandering and fumbling
around in the room to the point the roommate is
upset and threating (sic). MD {physician) called
and made aware of fall. Request b (blood
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pressure) to be rechecked. BP 132/60...Call
placed to MD. Awaiting return call @ (at) this
time.”

A review of Resident #130's clinical record
revealed no nurses' notes after 5/2/16. The
record contained no evidence that Resident
#130's physician or RP were notified of the
incident between Resident #130 and Resident
#116 on 5/9/16.

On 512116 at 1:10 p.m., LPN #8 was interviewed
regarding what should be dene if a resident
mazkes g threat against ancther resident. She
stated: "It should go in both resident charts. |
would write a note in each of the charts. | would
say what happened and who | called.” When
asked whom she would notify, she stated: "The
doctor and the family.”

On 5M2/16 at 1:15 p.m., LPN #8, & unit manager
was interviewed regarding what should be
documented if a resident makes a threat against
another resident. She stated that the events
should be documented in both residents’
progress notes. She stated that after the
residents are separated and the physician and
RP are notified, everything that happened with
both residents should be documented.

On 5/12/16 at 3:10 p.m., ASM #1, the
administrator, ASM #2, the director of nursing,
ASM #3, the assistant director of nursing, and
ASM #4, the regional consultant, and ASM #5, the
corporate MDS consultant, were informed of
these concerns.

No further information was provided prior to exit.
COMPLAINT DEFICIENCY
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ALLEGATIONS/INDIVIDUALS

The facility must not employ individuals who have
been found guilty of abusing, neglecting, or
mistreating residents by a court of law; or have
nad a finding entered into the State nurse aide
regisiry concerning abuse, neglect, mistreatment
of residents or misappropriation of their property;
and report any knowledge it has of actions by a
court of law against an employee, which would
indicate unfitness for service as a nurse zide or
other facility staff to the State nurse zide registry
or licensing auvthorities.

The facility must ensure that all alleged violations
involving mistreatment, neglect, or abuse,
including injuries of unknown source and
misappropriation of resident property are reported
immediately to the administrator of the facility and
to other officials in accordance with State law
through established procedures (inclucing to the
State survey and certification agency).

The facility must have evidence that all alleged
violations are thoroughly investigated, and must
prevent further potential abuse while the
investigation is in progress.

The results of all investigations must be reported
to the administrator or his designated
representative and to other officials in accordance
with State law (including to the State survey and
certification agency) within 5 working days of the
incident, and if the alleged violation is verified
appropriate corrective action must be taken.

This Requirement is not met as evidenced by:

1. Resident #116 no longer resides
in the facility. Resident #130 resides
ina private room.

2. Residents currently residing in the
Center have the potential to be
affected. Areview has been
conducted by the
administrator/designee of facility
reported incidents within the last
thirty (30) days to ensure that
policies were implemented
regarding allegations of abuse.

3. In-servicing has been provided to
current employees by the
administrator/designes regarding
implementation of polices for abuse;
including investigating abuse. A
random weekly review for facility
reportable incidents will be
conducted by the
administrator/designee weekly for
three (3) months to ensure that
policies have been implemanted
including investigations for facility
reportable incidents has been
conducted as required for allegation
of abuse.

wazdite
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Based on observation, staff interview, Tacility
document review and ciinical record review, it
was determined that the facility staff failed to
investigate an allegation of resident ‘o resident
abuse, and to protect a resident from further
abuse for one of 30 residents in the survey
sample, Resident #118.

The faciiity staff faiied to thoroughiy investigate an
incident in which Resident #130 threatened to
harm Resident #116. The tacility staff failed to
permenently separate the residents after this
threat occurred.

The findings include:

Resident #116 was admitted to the facility on
5/3/18 with diagnoses including, but not iimited to:
schizophrenia, dementia, high bipod pressure,
and depression. On Resident #116's admission
nursing assessment dated 5/3/16, he was coded
as having both short term and long term memory
problems. He was coded as having a history of
depression, but was coded as not having any
behaviors, He was coded as having an ateration
in safety awareness due to cognitive decline,

Resident #130 was admitted to the facility on
10/10/13 and most recently readmitted on
11/27/14 with diagnoses including, but not fimited
to: chronic obstructive puimonary diseass,
epilepsy, heart failure, agitation and history of a
stroke. On the most recent MDS (minimum data
set), a quarterly assessmeont with (ARD)
assessment reference date 3/10/18, Resident
#130 was coded as naving moderate cognitive
impairment for making daiiy decisions, having
scored eight out of 15 on the BIMS (brief
intarview for mental status). He was coded as
having exhibited no behaviors during the look

4. Results of the reviews will be
discussed by the :
administrator/designee at the
Quality Assurance Performance
Improvement meeting monthly for
three (3} months. The committee
will recommend provisions to the
plan asindicated to sustain
substantial compliance,
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back period.

time."

On the following dates and times during the
survey, Residents #116 and #130 were observed
in the same room: 5/10/16 at 3:15 p.m.; 5/11/15
at7:40 a.m, and 5:15 p.m. On 5/12/18 at 8:10
a.m., Resident #1168 was observed 1o have been
moved to a different room.

A review of the clinical record for Resident #116
revealed the following nurse's note, dated 5/9/16
at 7:30 p.m, and written by LPN {licensed
practical nurse) #11: "Charge nurse on middle
hall giving out medication. Called to Front Hall
[wing number] by other residents, Resident noted
on floor in hallway. Denies pain or discomfort,
[Names of othar residents] state they didn't see
him fall but they heard him hit the floor. Resident
extremely confused wandering and fumbling
arcund in the room to the point the roommate is
upset and threating (sic). MD (physician) called
and made aware of fall. Request b/p (blood
pressure) to be rechecked. BP 132/80.. Call
placed to MD. Awaiting return cal| @ (at) this

Areview of the Admission Care Plan for Resident
#116 dated 5/2/16 listed the following
interventions under the heading
"Falls/Safety/Elopement Risks:" Orthostatic
hypotension precautions (to prevent low blood
pressure when quickly sitting or standing up),
ambulation devices as necessary, assess
cognitive status as ability to ask for assistance,
assess resident footwear for fit and non-skid
soles, encourage activity, safety checks,
orthostatic BP (blood pressure) checks.

Further review of the clinical record revealed no
further evidence that the facility staff addressed
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Resident #130's threats to Resident #118, or
assessed Resident #1186 for safety needs. The
record revealed no evidence that Resident #1168
was protected from further threats or harm from
Resident #130.

On 5/11/16 at 3:55 p.m., LPN {licensed practical
nurse) #2 was interviewed regarding the
procedure to be followed when one resident
threatens another resident. She stated: "That
could be considered abuse." She stated that the
residents are separated, and that the staff should
try to determine the cause of the conflict. She
stated that one of the residents should be
assigned to another room in the facility. She
stated that the social worker would be informed of
the incident at the next day's morning meeting of
the interdisciplinary team.

On 5/11/16 at 4:00 p.m., OSM (other staff
member) #7, the social worker, was interviewed
regarding the procedure to be followed when one
resident threatens another resident. She stated
that the residents should be immediately
separated, and the safety of the resident who has
been threatened should be ensured. She stated
if the incident happens during a weekday, she
would be notified immediately by the floor stafr.
She stated if the incident happened after hours,
she would be told at the next morning meeting.
She stated once she was informed of the
incident, she would immediately go to interview
both residents, and make sure that a permanent
room change had already been made. She said
she would attempt to facilitate that room change if
the incident occurred during office hours on a
week day. When shown the above referenced
nurse's note regarding the threat made by
Resident #130 to Resident #1186, she stated; "
was not aware of that. ! will go ahead and make
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sure they are separated.”

On 5/11/16 at 5:50 p.m., ASM (administrative
staff member) #3, the assistant director of
nursing, was interviewed regarding the above
referenced nurse's note. She was asked to
provide the surveyor with an incident report and
investigation regarding the threat Resident #130
made lo Resident #116. She stated she did not
have any further documentation regarding this
incident. She stated she was aware that the
nurse working the floor whan the incident
occurred separated the residents immediately,
and kept Resident #116 at the nurse's station until
Resident #130 had gone to sleep. She stated
when Resident #130 went to sleep; the facility
staff assisted Resident #1168 back into his bed {in
the same room as Resident #130).

On 5/11/16 at 6:10 p.m., LPN #11 was
interviewed about the above referenced incident.
She stated she was initialiy focused on Resident
#116's fali and on assessing him for any injuries.
She stated her assessment revealed no apparent
injuries for Resident #1168, She stated Resident
#116 was being "very loud and unsteady” in his
room, and Resident #1390 said: "If you can't make
him sit his [expletive] down, | will make him sit it
down." She stated she put Resident #116 in a
whesglchair and took him to sit at the nurse's
station for the duration of the shift. She stated
Resident #130 went to sleep, and she assisted
Resident #116 back to his bed at that time, She
stated she toid the Supervisor about this, and the
supervisor told her to make sure the residents
were separated and monitored to make sure
there were no other incidents. When asked if she
recorded any of this information in the clinical
record, she stated: "No, | didn't. | know | shouid
have." When asked if she took any action to
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notify the social worker, she stated: “No, | did
not” She stated she notified the unit manager of
what happened when she returned to work the
next morning.

On 5/12/16 at 8:25, LPN #9, the unit manager,
was interviewed regarding what she would do if
she was notified of a resident threatening another
resident. She stated the residents should be
separated for safety. She stated she would alert
the director of nursing. When asked if she would
docurnent any of her actions, she stated that she
would write a nurse's note about what happened
and about any action she took. She stated the
doctor and the RP (responsible party} should also
be notified. When asked if she was told about an
incident between Resident #116 and #130, she
stated: "l didn't hear exactly what was said. |
was just told they were arguing. | told the nurse
that we need to get them moved." When asked if
this information was shared in the morning
meeting at any point, she stated: | brought the
chart to the morning meeting on [the day
following the incident] {5/10/16)." She stated:
"There absolutely should have been an
investigation." She stated she could not recall
exactly what she had shared or what had been
discussed at the morning meeting on 5/10/16.

On 5/12/16 at 8:40 a.m., LPN #10, the evening
supervisor on 5/9/16, was interviewed regarding
the process to be followed when a resident was
threatened by a roommate, She stated: *If it was
an actual threat, | would separate them and notify
my boss. | would get witness statements from
anyone who saw or heard anything, whether it
was staff or residents.” VWhen asked how she
determined that a threat was an "actual” one, she
stated: "An actual threat would be if a patient
said that they would hurt someone or had actually
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hurt someone.” When asked abput the above
referenced incident between Resident #1158 and
Resident #130, she stated: [t was not brought to
me as a threat." She said that another staff
member had told her Resident #130 had made a
statement and that we needed to do something
about Resident #116 falling all over the place”
She stated her concern was much more about
the resident's unsteadiness and risk for falls. She
stated a CNA {certified nursing assistant) sat with
Resident #115 the remainder of the night shift to
mzke sure he was safe. She stated: "We kept
him safe all night. We monitored him al| night.”
She stated if she had been told exactly what
Resident #130 had said, she would have moved
Resident #116 to a different room. When asked if
she passed on any infarmation about this incident
to the next shift, she stated: "l would have
passed it on myself. It was not on the 24-hour
report. | should have put it on there.” When
asked if the incident should have been
investigated as an incident of abuse, she stated:
"Yes. Yes it should have. If | had known what
really happened, | would have."

On 5/11/16 at 5:50 p.m., ASM #1, ASM #2, ASM
#3, the assistant director of nursing, and ASM #4,
the regicnal consultant, were informed of these
concerns. Policies regarding resident
safety/protection from abuse were reguested.

Areview of the facility policy entitled "Resident
Abuse” revealed, in part, the following: "An
abusive actis any act or omission, which may
cause or causes actual physical, psychological or
emaotional harm or injury to a resident...Any action
that may cause or causes actual physical,
psychological or emotional harm, which is not
caused by simple negligence, constitutes
abuse...Furthermore, the Administration of The
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85=D| ABUSE/NEGLECT, ETC POLICIES

The facility must develop and implament written
policies and procedures that prohibit
mistreatment, neglect, and abuse of residents
and misappropriation of resident property.

This Requirement is not met as evidenced by;
Based on observation, staff interview, facility
document review and clinical record review, it
was determined that the facility staff failed to
implement a policy to investigate an allegation of
resident to resident abuse, and to protect a
resident from further abuse for one of 30
residents in the survey sample, Resident #118.

The facility staff fajled to thoroughly investigate an
incident in which Resident #130 threatened to
narm Resident #116. The facility staff failed to
permanently separate the residents after this
threat occurred.

The findings include:

Resident#116 was admitted to the facility on
5/3/18 with diagnoses including, but not limited to:

in the facility.

2. Residents currently residing in the
center have the potential to be
affected. A review has been
conducted by the
administrator/designee of facility
reported incidents within the [ast
thirty (30} days to ensure that an
investigation was conducted.

3. In-servicing has been provided to
current employees by the
administrator/designee regarding
investigating allegations of abuse. A
random weekly review for facility
reportable incidents will be
conducted by the
administrator/designee weekly for
three (3} months to ensure that
investigation has been conducted as
required for allegation of abuse.
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Company recognizes that resident abuse can be
committed by other residents, visitors, or
volunteers.. All reported events {bruises, skin
tears, falls, inappropriate or abusive behaviors)
will be investigated by the Director of Clinical
Services...Any employes who witnesses or who
has knowledge of an act of abuse or an allegation
of abuse fo a resident is obligated to report such
information immediately to their supervisor.”
No further information was provided prior to exit,
{F 228}| 483.13{c) DEVELOP/IMPLMENT {F228} | 4 Resident # 116 no longer resides 59’2,2-’ u(?
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schizophrenia, dementia, high blood pressure,
and depression. On Resident #116's admission
nursing assessment dated 5/3/16, he was coded
as having both short term and long term memory
problems. He was coded as having a history of
depression, but was coded as not having any
behaviors. He was coded as having an alteration
in safety awareness due to cognitive decline.

Resident #130 was admitted to the facility on
10/10/13 and most recently readmitted on
11/21/14 with diagnoses including, but not limited
to: chronic obstructive pulmonary dissase,
epilepsy, heart failure, agitation and history of a
stroke. On the most recent MDS (minimum data
sef), a quarterly assessment with (ARD)
assessment reference date 3/10/18, Resident
#130 was coded as having moderate cognitive
impairment for making daily decisions, having
scored eight out of 15 on the BIMS (brief
interview for mental status). He was coded as
having exhibited no behaviors during the look
back period.

On the following dates and times during the
survey, Residents #116 and #130 were observed
in the same room: 5/10/16 at 3:15 p.m.; 5/11/18
at 7:40 a.m. and 5:15 p.m. On 5/12/16 at 8:10
a.m., Resident #118 was observed o have been
moved to a different room.

A review of the clinical record for Resident #1186
revealed the {following nurse's note, dated 5/9/18
at 7:30 p.m. and written by LPN ({licensed
practical nurse) #11: "Charge nurse on middle
hall giving out medication. Called to Front Hall
[wing number} by other residents. Resident noted
on floor in hallway. Denies pain or discomfort.
[Names of other residents)} state they didn't see
him fall but they heard him hit the floor, Resident
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4. Results of the reviews wiil ba
discussed by the
administrator/designee at the
Quality Assurance Performance
Improvement meeting monthly for
three (3) months. The committee
will recommend provisions to the
plan as indicated to sustain
substantial compliance.
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extremely confused wandering and fumbiing
around in the room to the point the roommate is
upsset and threating {sic). MD {physician) called
and made aware of fali, Request b/p {hiood
pressure) to be rechecked. BF 132/80...Call
placed to MD. Awaiting return calf @ (at) this
time.”

A review of the Admission Care Plan for Resident
#116 dated 5/2/16 listed the following
interventions under the heading
“Faiis/Safety/Eiopement Risks:" Orthostatic
fiypotension precautions {to prevent low biood
pressure when quickiy sitting or standing up),
ambuiation davices as necessary, assess
cognitive status as abiiity to ask for assistance,
assess resident footweaar for fit and non-skid
soles, encourage activity, safety checks,
orthostatic BP (biood pressure) checks.

Further review of the clinicai record reveaied no
further evidence that the facility staff addressed
Resident #130's threats to Resident #1186, or
assessed Resident #116 for safety needs. The
record revealed no evidence that Resident #116
was protected from further threats or harm from
Resident #130.

On 5/11/16 at 3;55 p.m., LPN {licensed practicai
nurse) #2 was interviewed regarding the
procedure to be followad whan one resident
threatens another resident. She stated; "That
could be considered abuse.” She stated that the
residents are separated, and that the staff should
try to determine the cause of the conflict, She
stated that one of the residents shouid be
assigned to anothar room in the facility. She
stated that the sociai worker would be informed of
the incident at the next day's morning meeting of
the interdiscipiinary team,
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On 5/11/18 at 4:00 p.m., OSM (other staff
member) #7, the social worker, was interviewed
regarding the procedure to be followed when one
resident threatens another resident. She stated
that the residents should be immediately
separated, and that the safety of the resident who
has been threatened should be ensured. She
stated that if the incident happens during a
weekday, she would be notified immediately by
the floor staff. She stated that if the incident
happened after hours, she would be told at the
next morning meeting. She stated that once she
was informed of the incident, she would
imrmediately go to interview hoth residents, and
make sure that a permanent room change had
already been made. She said that she would
attempt to facilitate that room change if the
incident occurred during office hours on a week
day. When shown the above referenced nurse’s
note regarding the threat made by Resident #130
to Resident #1168, she stated: "l was not aware of
that. | will go ahead and make sure they are
separated.”

On 5/11/16 at 5:50 p.m., ASM (administrative
staff member) #3, the assistant director of
nursing, was interviewed regarding the above
referenced nurse's note. She was asked to
provide the surveyor with an incident report and
investigation regarding the threat Resident #130
made to Resident #1168, She stated that she dic
not have any further documentation regarding this
incident. She stated that she was aware that the
nurse working the floor when the incident
occurred separated the residents immediately,
and kept Resident #1168 at the nurse’s station until
Resident #130 had gone to sleep. She stated
that when Resident #130 went to sleep, the
facility staff assisted Resident #1168 back into his
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bed {in the same room as Resident #130).

On 5/11/16 at 6:10 p.m., LPN #11 was
interviewed about the abova referenced incident.
She stated that she was initially focused on
Resident #116's fall and on assessing him for any
injuries. She stated that her assessment
revealed no apparent injuries for Resident #116.
She stated that Resident #116 was being "very
loud and unsteady" in his room, and that Resident
#130 said: "If you can't make him sit his
[expletive] down, | will make him sit it down." She
stated that she put Residert #116 in a wheelchair
and took him to sit at the nurse's station for the
duration of the shift. She stated that Resident
#130 went to sleep, and shz assisted Resident
#116 back to his bed at that time. She stated that
she told the supervisor about this, and that the
supervisor told her to make sure the residents
were separated and rmonitored to make sure
there were no other incidents, When asked if she
recorded any of this information in the clinical
record, she stated: "No, | didn't. | know | should
have." When asked if she took any action to
notify the social worker, she stated: "No, | dig
not." She stated that she notified the unit
manager of what happened when she returned to
work the next moming.

Gn 5/12/16 at 8:25, LPN #8, the unit manager,
was interviewed regarding what she would do if
she was notified of a resident threatening another
resident. She stated that the residents should be
separated for safely. She stated that she would
alert the director of nursing. When asked if she
would document any of her actions, she stated
that she would write a nurse's note about what
happened and about any action she took. She
stated that the doctor and the RP should also be
notified. When asked if she was told about an
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incident between Resident #116 and #130, she
stated: "l didn't hear exactly what was said. |
was just told they were arguing. | told the nurse
that we need to get them moved." When asked if
this information was shared in the morning
meeting at any point, she stated: "I brought the
chartto the morning meeting on [the day
following the incident] {5/10/16)." She stated:
"There absolutely should have been an
investigation." She stated she could not recall
exactly what she had shared or what had been
discussed at the morning meeting on 5/10/186.

On 5/12/16 at 8:40 a.m., LPN #10, the evening
supervisor on 5/8/16, was interviewed regarding
the process to be followed when a resident was
threatened by a roommate. She stated: "If it was
an actual threat, | would separate them and notify
my boss. | would get witness statements from
anyone who saw or heard anything, whether it
was staff or residents.” When asked how she
determined that a threat was an "actual" one, she
stated: "An actual threat would be if a patient
said that they would hurt someone or had actually
hurt someone." When asked about the above
referenced incident between Resident #116 and
Resident #130, she stated: "It was not brought to
me as a threat." She said that another staff
member had told her that Resident #130 had
made a statement and that we needed to do
something about Resident #116 falling all over the
place." She stated that her concern was much
more about the resident's unsteadiness and risk
for falls. She stated that a CNA (certified nursing
assistant} sat with Resident #116 the remainder
of the night shift to make sure he was safe. She
stated: "We kept him safe all night. We
monitored him all night." She stated that if she
had been told exactly what Resident #130 had
said, she would have moved Resident #116 to a
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any informati

cause or cau
emctional ha

supervisor...|

investigation
shall be filed
received the

different room. When asked if she passed on

on abeut this incident o the next

shift, she stated: "l would have passed it on
myself. Itwas not on the 24-hour report. 1 should
have put it on there.” When asked if the incident
should have been investigated as an incident of
abuse, she stated: "Yes. Yes it should have. 17|
had known what really happenad, | would have."

On &/11/16 at £:50 p.m., ASM #1, ASM #2, ASM
#3, the assistant director of nursing, and ASM #4,
the regicnal consultant, were informed of these
concems. Pclicies regarding resident
safety/protection frem abuse were requested,

"A review of the facility policy entitied "Resident
Abuse” revealed, in part, the follcwing: "An
abusive actis any act or omissicn, which may

ses actual physical, psycholegical or
m or injury to a resident...Any action

that may cause or causes actual physical,
psychological or emetional harm, which is not
caused by simple negligence, constitutes
abuse...Furthermere, the Administration of The
Company recognizes that resident abuse can be
cemmitted by other residents, visitors, or
velunteers. All reperied events (bruises, skin
tears, falls, inappropriate cr abusive behaviors)
will be investigated by the Diractor of Clinical
Services...Any employee who withesses or who
has knowledge of an act of abuse or an allegation
of abuse to a resident is obligated tc report such
informaticn immediately to their

mmediately upon an allegation of

abuse or neglect, the suspeci(s) shall be
segregated from residents pending the

of the allegation. An incident report
by the individual in charge who
repert in conjunction with the person

who reported the abuse. This report shall be filed
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The facility must promote care for residents in a
manner and in an environment that maintains or
enhances each resident's dignity and respect in
full recognition of his or her individuality.

This Requirement is not met as evidenced by:
Based on observation, staff interview, facility
document review and clinical record review it was
determined that facility staff failed to promote
dignity for one of 30 residents in the survey
sample; Resident #120.

Facility staff failed to promote dignity by allowing
Resident #120 to dress in pants that were (abeled
with a resident's name on the outside, visible to
the public.

The findings include:

Resident #120 was admitted to the facility on
3131/2008 with diagnpses that included but were
not limited to hypothyroidism, Alzheimer's
disease, high blood pressure, dementia with
behavioral disturbance, and anxiety disorder.
Resident #120's most recent MD3 (Minimum
Data Set) was a quarterly assessment with an
ARD (assessment reference date) of 2/13/186.
Resident #120 was coded as being severaly
impaired in cognitive status scoring 3 out of 15 on
the BIMS (Brief Interview for Mental Status)
exam. Resident#120 was coded as requiring

1. Resident#1201s wearing clothing
garments that are free from
residents name visible to the public,
2. Residents currently residing in the
center have the potential to be
affected. Observations have been
conducted by the
administrator/designee for residents
currently residing in the center to
énsure that residents are dressed in
a dignified manor.

3. In-servicing has been provided to
current employees by the
DCS/designee to include grooming
and dressing residents in a dignified
manor while adhering to residents
request. Random weekly
observations will be conducted for
five (5} residents five (5} times a
week for three (3} months by the
DCS/ designee to ensure that
residents clothing are presentable
and free from outside labeling.
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as soon as possible in order to provide the most
accurate information in a timely fashion, and
submitted to the Abuse Coordinator
No further information was provided prior to exit.
F 241| 483.15(a) DIGNITY AND RESPECT OF F 241
Ss=D| INDIVIDUALITY
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extensive assistance from staff with dressing,

toileting, personal hygiene, and bathing; and ) )

supervision with ambulation. 4. Results of the reviews will be

discussed by the
On 5/12/16 at 2:00 a.m., Resident #7120 was administrator/designee at the
observed walking out of the dining room. She ;
_ uality Assurance Pe
had a resident's name labeled on the back of her |Q y ¢ P, rformance
pink sweat pants; visible from a few feot away, mprovement meeting monthly for

three (3) months. The committee
will recommend provisions to the
plan as indicated to sustain
substantial compliance.

On 512/16 at 10:15 a.m., Resident #120 was
chserved walking in the hallway. She was sl
wearing the pink sweat pants,

On 5M2/16 at 12:45 p.m., Resident #120 was
observed sitting in the dining room. She was stjll
dressed in the pink sweat pants.

On 5H2/16 at 10:41 a.m., an inierview was
conducted with LPN (Licensed Practical Nurse)
#5. When asked how to maintain dignity in
regards to resident clothing she stated, "Clething
should be presentable, nothing revealing, and
clean.” When asked how clothing should be
labeled she stated, "Inside the clothing.” When
asked what should happen if she noticed clething
labeled on the cutside, she stated, "Well |
wauldn't be able {c throw the clothes away so |
am not sure." At 10:44 a.m., LPN #5 looked at
Resident #120's pants and said, "Well that's not
her name. This resident passed away and the
family donated her clothes.” LPN #5 was not
certain if a different resident's name labeled on
the outside of Resident #120's pants was a
dignity issue.

Cn 5M12/16 at 11:00 a.m., an interview was
conducted with LPN #3. When asked how o
maintain dignity in regards to resident clothing
she stated, "Make sure clothes are clean and
neat” When asked how clothing should be
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labeled she stated, "In the inside of the clothing.”
She stated that clothing should be labeled on the
inside fo maintain resident dignity. She stated
that she would black out the name with a marker
if she noticed a resident was wearing clothing that
had their name written on the outside.

Review of the faclility's "Resident's Rights and
Responsibilities” policy documents in part the
following: "Privacy A. To be treated in a manner
and in an environment that maintains or
enhances your dignity, and respact in full
recognition of individuality and privacy,..”

Mosby's Essentials for Nursing Assistants, 3rd
edition, page 441, documented, "Quality of life is
important for all persons with confusion and
dementia. Nursing center residents have rights
under OBRA. They may not know or be able to
exercise their rights. However, the family knows
the person's rights. They want those rights
protected. They want respect and dignity for the
loved one. The person has the right to privacy
and confidentiality. Protect the person from
exposure. Only those involved in the person's
care are present jor care and procedures,

On 5/12/16 at 2:54 p.m., ASM (Administrative
Staff Member) #2, the DON (Director of Nursing)
was made aware of the above concems. No
further information was presented prior to exit,

F 248| 483.15(f}(1) ACTIVITIES MEET F 248

SS=E{ INTERESTS/NEEDS OF EACH RES 1. Resid i
. Resident #120 was assessed to {@\22’ j[{;

The facility must provide for an ongoing program reflect activities are individualized to
of activities designed to meet, in accordance with meet the resident’s interest.

the comprehensive assessment, the interests and 2. Residents currently residing inthe
the physical, mental, and psychosocial well-being center have the potential to be

of each resident. affected. A review has been
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This Requirement is not met as evidenced by:
Based on observatiaon, staff interview, Tacility
document review, and clinical record review it
was determined that the facility staff failed to
provide activities that meet the resident's neecs
on one of three nursing units, Unit 3.

The findings include:

On 5/12/16 at 8:00 a.m., observation of the
secured unit (Unit 3) was canducted. Twelve (12}
residents were in the dining/activity room eating
breakfast. Two nursing aides were in the room far
‘| supervision,

On 5/12/16 between 9:00-:48 a.m., 13 fesidents
were in the dining/activity room sitting at the
tables. Only one resident out of the 13 was
finishing up breakfast. A television program was
on the overhead TV that no one was watching.
Two residents were abserved talling asleep in
their chairs. One to two nursing aides were
observed in the room for supervision. At 9:28
a.m., & hospice aide from (Hospice Company)
was observed sitting next to Resident #120.
Resident #120 was restless sitting at a table with
no activity to do. The hospice aide was observed
ta be on her phone for approximately five minutes
before she stood up and lef: the room. Resident
#120 remained sitting at the table with na activity
or stimulation.

Review of the activity calendar dated May 2016
documented the following for 5/12/16, "g:15
Coffee and Conversation.” This activity did rot
occur,

An ohservation was made on 5/12/16 at 9:48 to
10:30 a.m. of the activities room on the secured
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conducted by the activities
director/designee to ensure that
appropriate activities programs have
been identified to include resident
interests and psychosocial well
being.

3. In-servicing has been provided to
the activities em ployees by the
administrator/designee regarding
provision of activities that meet the
resident’s interest and psychosocial
well being. Random weekly
observations will be conducted for
five (5) residents per week for three
(3) months by the
administrator/designee to ensure
that appropriate activities that meet
the resident’s individual interest and
psychosocial well being.

4. Results of the reviews will be
discussed by the
administrator/designee at the
Quality Assurance Performance
Improvement meeting monthly for
three {3) months. The committee
will recommend provisions to the
plan as indicated to sustain
substantial compliance.
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unit. There were 13 residents sitting at bare
tables. There was one, CNA (certified nursing
assistant) #10 in attendance. The television was
on and was playing an old movie. No residents
were watching the television. The residents were
not speaking. At 9:56 a.m. a staff member came
into the room, offered residents the opportunity to
go to an exercise class and took six residents out
of the room. CNA #10 went into the closet in the
room and removed a wire toy with wooden
colored balls on the wires and placed it in front of
one of one of the residents. The resident did not
touch the toy. CNA #10 stated, "They love (name
of show), they'll sit there and laugh.” The CNA
changed the channel on the television the
residents did not watch the program,

At 10:35 a.m., on the secured unit, four residents
were observed in the activity/dining room. These
residents did not attend "Kevin Sings the
Classics,” an activity scheduled after the exercise
activity in the main dining room. . The next two
residents were obsserved talking amongst
themselves. A TV program {game show) was on
the overhead television that no one was watching.

Review of the activity calendar dated 5/12/18 at
10:30 a.m. documented the following activity for
residents on the secured unit, "Ar Therapy.”

Cn 5/12/18 at 11:15 a.m., an interview was
conducted with OSM #2, the activity director.
When asked who was responsible for ensuring
activities are planned and coordinated on the
secured unit she stated, CSM #3, an activity
assistant during the day shifts (7-3). When asked
if the activity calendar should caincide with what
the residents are actually doing she stated, "Well
yes and no. Back there (secured unit} it can be
very challenging to implement a program. We
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adapt programs to how residents are cooperating
or feeling. She was not sure why scheduled
activity "Coffee and Conversation" was not
implemented.

On 5/12/16 at 11:18 p.m., an interview was
conducted with OSM #3, the activity assistant.
When asked when the scheduled activity " Coffee
and Conversation" occurred she stated, "It did not
occur.” She stated that she is responsible for the
morning smoke breaks for residents on other
units, and was required to stand outside and
supervise the smokers. She stated this cut into
her planned activity on the secured unit at 9:15
a.m. When asked when the 10:30 a.m.,
scheduled activity program, "Art therapy”
occurred she stated, "That did not occur either.”
She stated that she took most of the residents
from the secured unit to the scheduled activity,
"Exercise with Joel" and then "Kevin Sings the
Classics" in the main dining room. She stated,
"Because the group became so hig, | had to stay
to help supervise the residents in the main dining
room." When asked what the remaining
residents were supposed to do that stayed back
on the secured unit she stated, | told the CNA's
to bring out puzzles, magazines, or whatever they
wanted to keep them entertained." When asked
why the CNAs did not provide art therapy she
stated, "Honestly we do not have enough paint
brushes for everyone. A lot of activities that | plan
we cannot do because we do not have enough
supplies for everyone." She stated that she was
responsible for planning the activities for the
entire month of May. She stated that she does
not have training on residents with dementia but
she researches activities at all different levels of
cognitive status and function for the residents on
the secured unit. She stated, "Not all residents
have dementia on that unit but they have
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behaviors. | think training would be helpful."
OSIM #3 stated that she only has training in
childhood behavior.

On 5/12/16 at 12:10 p.m., further interview was
conducted with the OSM #2, the activity director.
When asked if obtaining supplies was an issue to
provide activities she stated, "Yes, | order
supplies through two different companies and |
am always told that (name of facility) does not
pay their billz so | cannot obtain the supplies. We
do what we can.” She stated that she has
brought this to administration's attention and
there has been no resolution. She stated that she
has to sometimes pay out of her own pocket for
supplies.

At 2:00 p.m., the activity calendar documented
the following activity for 5/12/18, "What's
Cooking."

An observation was made in the activities room
on the secured unit on 5/12/15 at 2:07 p.m. LPN
#5 entered the room and stated to CNA #10, "Can
we do some activities? They're getting restless."
CNA#10 stated, "They're {activities) are
supposed to be here soon to go cooking. We
don't have no clothes to fold they took them all, zll
the magazines are gone too. Activities bring 2
bunch of clothes, washcloths, towels and socks
and then they take them back."

An observation of the activities room on the
secured unit was conducted on 5/12/16 at 2:30
p-m. with ASM {administrative staff member) #1,
the administrator and another surveyor. The
activity taking place was called, "What's cooking.”
There was an aide in the room making peanut
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butter and jelly sandwiches for the residents,
When asked what did he, (the administrator)
think the activity "What's Cooking?" wouid
include, ASM #1 stated, "Some type of
something, some kind of smell of some kind, try
to get them stimuiated. | don't smeii anything
that's stimulating.”

ASM #1 stated that he was not aware of a supply
shortage but he has heard that some staff will
take it upon themseives to Buy things for the
residents. He stated, "Staff should never pay for
anything out of pocket. | teii them not to."

Facility poiicy titied, "Developing a Calendar,"
documents in part, the following: "It is the policy
of the (name of facility) activity department to
offer sufficient programs to provide each resident
the opportunity to spend adequate time in
meaningful activities... 1. Calendars should be
inciusive of small groups, large programs, and
one on one programs designed to stimuiate
residents’ mental, physical, and psychosocial
wellbeing...4. The Director of Therapeutic
Recreation shouid consider the routines and
scheduies of the faciiity to avoid conflicts in
attendance when designing the monthly activity
calendar...7. Activities will be scheduied st
appropriate times based on resident population
availability, preferences and nesds..."

No further information was presented prior to exit,

483.15{g){1) PROVISION OF MEDICALLY F 250
RELATED SOCIAL SERVICE

The facility must provide medically-reiated social
services to attain or maintain the highest

weil-being of each resident.

1. For Resident # 116 no longer
resides in the facility, Social worker

was notified of resident #130 threat
practicable physical, mental, and psychosocial to reommate 5/11/2016.

bzl
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2. Residents currently residing in

This Requirement is not met as evidenced by: the center haVei the potential to be
Based on observation, staff interview, facility affected. Areview has been
document review and clinical record review, it conducted by the social services
was determined the facility staff failed fo provide director/designee of social services

medically-related social services to two of 30 documentation to ensure that social
residents in the survey sample, Residents #1186

and #130. service.s documentation is present
regarding resident to resident
1. The facility staff failed to notify the sccial concerns.

worker fo provide services to Resident #118

_ . viees _ ' 3. In-servicing has been provided to
follewing an incident in which Resident #130

) : ) ,

threatened to harm Resident #116. staff/ social services concerning the
Impaortance of providing medically

2. The facility staff failed to notify to the social related social services following any

worker to provide services to Resident #130
following an incident in which Resident #130
threatened to harm Resident #116.

resident concerns or resident to
resident. A random weekly review
will be completed for five (5)

The findings include: residents a weekly for three (3)
months by the

1. Resident #1186 was admitted fo the facility on administrator/designee to ensure

5/3/16 with diagneses including, but not limited to:

schizophrenia, dementia, high blood pressure, that soual.ser\uces has followed up
and depression. On Resident #116's admission on any resident concerns and
nursing assessment dated 5/3/18, he was coded provided assista nce/support where
as having beth short term and long term memory needed.

problem.s, He was coded as having a.history of 4. Results of the reviews will be
depressicn, but was coded as not having any .

behaviors. He was coded as having an alteration discussed oy the

in safety awareness due fo cognitive decline. administrator/designee at the
Quality Assurance Performance

Resident #130 was admitted to the facility on Improvement meeting monthly for

10/10/13 and most recently readmitted on

11/21/14 with diagnoses including, but not limited th-ree (3) months. Th? Fomm|ttee
tor chronic obstructive pulmonary disease, will recommend provisions to the
epilepsy, heart failure, agitation and history of a plan as indicated to sustain

stroke. On the most recent MDS (minimum data

substantial compliance.
set), a quarterly assessment with (ARD)
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assessment reference date 3/10/16, Resident
#130 was coded as having moderate cognitive
impairment for making daily decisions, having
scared eight out of 15 on the BIMS (brief
interview for mental status). He was coded as
having exhibited no behaviors during the look
back pericd.

On the following dates and times during the
survey, Residents #116 and #130 were observed
in the same rcom: 5/10/16 at 3:15 p.m.; 5/11/16
al 7:40 am. and 5:15 p.m. On 5/12/16 at 8:10
a.m., Resident #116 was cbserved to have been
moved to a different room.

A review of the dlinical record for Resident #1186
revealed the following nurse's note, dated 5/9/16
al 7:30 p.m. and written by LPN (licensed
practical nurse) #11: *Charge nurse on middle
nall giving out medication. Called to Front Hall
[wing number] by other residents. Resident noted
on floar in hallway. Denies pain or discomfort,
[Names of other residents] state they didn't see
him fall but they heard him hit the flcor, Resident
extremely confused wandering and fumbling
around in the reom tc the point the roommate is
upset and threating (sic). MD (physician) called
and made aware of fall. Reguest b/p (bleod
pressure) to be rechacked. BE 132/80...Call
placed to MD. Awaiting return call @ (at} this
time.”

Areview of the Admissicn Care Plan for Resident
#116 dated 5/2/16 listed the follawing
interventions under the heading
"Falls/Safety/Elopement Risks: " Orthostatic
hypotension precautions (to prevent low blood
pressure when quickly sitting or standing up),
ambulation devices as Necessary, assess
cognitive status as ability to ask for assistance,
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assess resident footwear for fit and non-skid
soles, encourage activity, safety checks,
orthostatic BP (blood pressure) checks.

Further review of the clinical record revealed no
further evidence that the facility staff addressed
Resident #130's threats {o Resident #116, or
referred Resident #116 to the social worker for
follow up.

On 5/11/16 at 3:55 p.m., LPN (licensed practical
nurse) #2 was interviewed regarding the
procedure to be followed when one resident
threatens another resident. She stated: "That
could be considered abuse." She stated the
residents are separated, and the staff should iry
to determine the cause of the conflict. She stated
one of the residents should be assigned o
another room in the facility. She stated the social
worker would be informed of the incident at the
next day's morning meeting of the
interdisciplinary feam.

On 5/11/16 at 4:00 p.m., OSM (other staff
member) #7, the social worker, was interviewed
regarding the procedure to be followed when one
resident threatens another resident. She stated
the residents should be immediately separated,
and the safety of the resident who has been
threatened should be ensured. She stated if the
incident happens during a weekday, she would be
notified immediately by the floor staff. She stated
if the incident happened after hours, she would
be told at the next morning meeting. She siated
once she was informed of the incident, she would
immediately go fo interview both residents, and
make sure a permanent room change had
already been made. She said she would attempt
to facilitate that room change if the incident
occurred during office hours on a week day.
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When shown the above referenced nurse's note
regarding the threat made by Resident #130 to
Resident #1186, she stated: "l was not aware of
that. | will go ahead and make sure they are
separated.”

On 5/11/16 at 5:50 p.m., ASM {administrative
staff member) #3, the assistant director of
nursing, was interviewed regarding the above
referenced nurse's note. She was asked to
provide the surveyor with an incident report and
investigation regarding the threat Resident #130
made to Resident #116, She stated she did not
have any further documentation regarding this
incident. She stated she was aware the nurse
working the floor when the incident occurred
separated the residents immediately, and kept
Resident #1186 at the nurse's station until
Resident #130 had gone to sleep. She stated
when Resident #130 went to sleep, the facility
staff assisted Resident #1156 back into his bed (in
the same room as Resident #130).

On 5/11/16 at 6:10 p.m., LPN #11 was
interviewed about the above referenced incident.
She stated she was initially focused on Resident
#116's fall and on assessing him for any injuries.
She stated her assessment revealed no apparent
injuries for Resident #116. She stated Resident
#116 was being "very loud and unsteady” in his
room, and Resident #130 said: "If you can't make
him sit his [expletive] down, | will make him sit it
down." She stated she put Resident #116 in a
wheelchair and took him o sit at the nurse’s
station for the duration of the shift. She stated
Resident #130 went to sleep, and she assisted
Resident #116 back to his bed at that time. She
stated she told the supervisor about this, and the
supenvisor told her to make sure the residents
were separated and monitored to make sure
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there were no other incidents. When asked if she
recorded any of this information in the clinical
record, she stated: "No, | didn't, | know | should
have." When asked if she took any action to
notify the social worker, she stated: "No, | did
not" She stated she notified the unit manager of
what happened when she returned to work the
next morning.

On 5/12/16 at 8:25, LPN #9, the unit manager,
was interviewed regarding what she would do if
she was notified of a resident threatening ancther
resident. She stated the residents should be
separated for safety. She stated she would alert
the director of nursing. When asked if she would
document any of her actions, she stated she
would write a nurse's note about what happened
and about any action she took. She stated the
doctor and the RP (responsible party) should also
be notified. When asked if she was told about an
incident between Resident #116 and #130, she
stated: "| didn't hear exactly what was said, |
was justtold they were arguing. | told the nurse
we need to get them moved." When asked if this
information was shared in the morning meeting at
any point, she stated: "| brought the chart to the
morning meeting on [the day following the
incident] {5/10/16)." She stated: "There
absolutely should have been an investigation.”
She stated she could not recall exactly what she
had shared or what had been discussed at the
morning meeting on 5/10/16. She stated she
could not remember whether or not the social
worker was in attendance at the morning meeting
on 5/10/186.

On 5/12/16 at 8:40 a.m., LPN #10, the evening
supervisor on 5/9/18, was interviewed regarding
the process to be followed when a resident was
threatened by a roommate. She stated: "If it was
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an actual threat, | would separate them and notify
my boss. | would get witness statements from
anyone who saw or heard anything, whether it
was staff or residents.” When asked how she
detemined a threat was an "actual” one, she
stated: "An actual threat would be if a patient
said they would hurt someone or had actually hurt
someone.” When asked about the above
referenced incident between Resident #116 ang
Resident #130, she stated: "It was not brought to
me as athreat” She said another staff member
had told her Resident #130 had made a
statement and we needed to do something about
Resident #115 falling all over the place." She
stated her concern was much more about the
resident's unsteadiness and risk for falls. She
stated a CNA {certified nursing assistant) sat with
Resident #116 the remainder of the night shift to
make sure he was safe. She stated: "We kept
him safe all night. We monitored him all night.”
She stated if she had been told exactly what
Resident #130 had =aid, she would have moved
Resident #1186 to a different room. When asked if
she passed on any information about this incident
to the next shift, she stated: "] would have
passed it on myself, It was not on the 24-hour
report. | should have put it on there.” When
asked if the incident should have been
investigated as an incident of abuse, she stated:
"Yes. Yes it should have. IfI had known what
really happened, | would have.” When asked if
the social worker had been notified of this
incident, she stated: "I'm not sure. That would
have been the right thing to do.”

On 5/11/18 at 5:50 p.m., ASM #1, ASM #2, ASM
#3, the assistant director of nursing, and ASM #4,
the regional consultant, were informed of these
concerns.
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Areview of the facility policy entitled "Socjal
Services" revealed, in pait, the following:

to attain or maintain the highest practical physical,
mental, and psychosocial well-being of each
resident. Sccial Service personnel will identify
the mecically related social and emotional needs
of residents and their families and provide for

for needed counseling services: Identifying and
seeking ways to support z resident's individual
needs and preferences...Finding options that
must meet the physical and emotionzl needs of

resident's mental, physical or emctional status."

Areview of the job description entitled "Manager
of Social Services" revealed, in pait, the
following: "Duties and

services as indicated by resident/family
needs...Provide social work consultation to
residents, families, and staff, as required."

No further information was provided prior to exit.

2. Resident #130 was admitted to the facility on
10/10/13 and most recently readmitted on
11/21/14 with diagnoses including, but not limited
to: chronic obstructive pulmenary disease,
epilepsy, heart failure, agitation and history of a
stroke. Onthe most recent MDS (minimum data
set), a quarterly assessment with (ARD)

impairment for making daily decisions, having

rom page 51 F 250

lated social services will be provided

by...Facilitating access to community
PpRoits...Providing and/or arranging

t...Responding to changes in a

ies...Providefarrange for social work

reference date 3/10/18, Resident
ded as having moderate cognitive

out of 15 on the BIMS (brief
mental status). He was coded as
ited no behaviors during the Iook
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back period.

Resident #116 was admitted to the facility on
5/3/16 with diagnoses including, but not limited to:
schizophrenia, dementia, high blood pressure,
and depression. Cn Resident #116's admission
nursing assessment dated 5/3/16, he was coded
as having both short term and long term memory
problems. He was coded as having a history of
depression, but was coded as not having any
behaviors. He was coded as having an alteration
in safety awareness due to cognitive decling,

A review of the clinical record for Resident #116
revealed the following nurse's note, dated 5/8/16
at 7:30 p.m. and written by LPN (licensed
practical nurse} #11: "Charge nurse on middle
hall giving out medication. Called to Front Hall
[wing number] by other residents. Resident noted
on floor in hallway. Denies pain or discomfort,
[Names of other residents] state they didn't see
him fall but they heard him h# the floor. Resident
extremely confused wandering and fumbling
around in the room to the point the roommate is
upset and threating (sic}. MD (physician} called
and made aware of fall. Request b/p {blood
pressure) to be rechecked. BP 132/60...Call
placed to MD. Awaiting return call @ {at) this
time."

A review of Resident #130's clinical record
revealed no evidence that the social worker was
notified of the above referenced incident.

On 5/11/16 at 4:00 p.m,, O3SV (other staff
member} #7, the social worker, was interviewed
regarding the procedure to be followed when one
resident threatens another resident. She stated
the residents should be immediately separated,
and the safety of the resident who has baen
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threatened should he ensured. She stated if the
incident happens during a weekday, she weuld be
notified immediately by the flocr staff. She stated
if the incident happened after hours, she weuld
be told at the next morning meeting. She stated
once she was informed ofthe incident, she would
immediately go to interview both residants, and
make sure a permanent reom change had
already been made, She said she weuld attempt
te facilitate that room change if the incident
occurred during office hours on a week day.
When shown the above referenced nurse's note
regarding the threat made by Rasident #130 to
Resident #1186, she stated: "] was not aware of
that. Iwill go aheac and make sure they are
separated.”

On 5M2/16 at 1:10 p.m., LPN #8 was interviewed
regarding this incident. She stated the social
werker sheuld have been notified, by way of the
morning meeting, of this incident. She stated
Resident #130 would have benefitted from a
social worker assessment/visit.

On 511216 at 1:15 p.m., LPN #9, a unit manager
was interviewed regarding this incident. She
stated the social werker usually attends the
morning meeting. She stated the social worker
had come to her late in the day on 5/11/16 (after
being informed of the incident by the surveyer)
and facilitated Resident #116's move to ancther
reom.

On 5M12/16 at 3:10 p.m., ASM #1, ASM #2, ASM
#3, ASM #4 and ASM #5, the corporate MDS
consultant, were informed of these concerns,

No further information was provided prior to exit.

483.15(n)(1) F 252
SAFE/CLEAN/COMFORTABLE/HOMELIKE
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ENVIRONMENT

The facility must provide a safe, clean,
comfortable and homelike environment, allowing
the resident tc use his or her personal belongings
to the extent possible.

This Requirement is not met as evidenced by:
Based on observation, staff interview, facility
document review and clinical record review it was
determined that facility staff failed to provide a
clean, comfortable, and homelike environment for
one of 30 residents in the survey sample:
Resident #129; and on one of three nursing units;
Unit #3.

1. For Resident #1290, facility staff failed o
properly dispose a wheelchair cushion saturated
in uring that left a strong odor in the residents
room for 1 hour and 15 minutes.

2. The facility staff failed to provide a clean and
home-like activities room on the secured unit.

The findings include:

Resident #1209 was admitted to the facility on
8/1/2015 with diagnoses that included but were
not limited to high blood pressure, GERD
{vastroesophageal reflux disease),
hyperlipidemia, thyroid disorder, and
Non-Alzheimer's dementia. Resident #129's
most recent MDS {Minimum Data Set) was a
significant change assessment with an ARD
{Assessment Reference Date) of 2/8/16.
Resident #129 was coded as being severely
impaired in cognition scoring 3 out of 15 on the
BIMS {Brief Interview for Mental Status) exam.

1. Resident #129 has a wheelchair
cushion free from odor. The secured
unitis clean and has a home-like
decorum.

2. Residents currently residing in
the center have the potential to be
affected. Observations were made
of wheelchair cushions in the facility
and were found to be free from
odor. The secured unit has been
updated with a home like feel.

3. In-servicing has been provided to
the administrator/interdisciplina ry
team concerning having wheelchair
cushions in good condition and free
from odor, Staff has been educated
on how to maintain a homelike
environment by the BCS. Random
audits will be conducted to ensure

wheelchair cushions are adequate
monthly x 3 months by central

supply clerk or designee.

4. Findings from audits will be
discussed by the
administrator/designee at the
Quality Assurance Performance
Improvement meeting monthly for
three (3) months. The committee
will recommend provisions to the
plan as indicated to sustain
substantial compliance.

blasly
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Resident #12% was coded as requiring extensive
assistanca from staff with dressing, personal
hygiene, and bathing; independent with
ambulation and eating; and supervision with
toileting. Resident #129 was coded as being
incontinent of bowel and bladder.

On 5/12/16 at 8:20 a.m., observation of the
Hanover (secured unit) was conducted. A strong
urine odor was coming from Resident #129's
room. The resident was not in the room and the
bed was stripped. At 8:30 a.m., CNA {certified
nursing assistant) #1 approached this surveyor.
She stated, "The resident had an accident and |
cleaned it up but | am waiting for housekeeping to
come in and sanitize the bed. The resident was in
the dining room earlier but she likes to walk into
her room and pee on the bed or the floor.”" At
9:30 a.m., house cleaning was observed
sanitizing Resident #129's bed and floor. Tha
uring spell dissipated after the room was
sanitized.

On 5/12/16 at 11:30 p.m., there was a strong
uring odor coming from Rasident #128's room,
On 5/12/16 at 1:00 p.m. the urine odor was still
present.

Review of Resident #123's care plan revisad
2/25/16 documented the following under care
arga Behavior/Mood, "Socially inappropriate

behavior {specify) urinates on floor..."

Review of Resident #129's care plan revised
2/25/16 documentad the following under care
area Elimination GU {urinary), "Focus: The
resident has altered bladder
elimination...Approaches and Interventions;
...Check for incontinence. Wash, rinse and dry
soiled areas..."

STATEMENT OF OEFICIENCIES (X1) PROVIOER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION (X3) OATE SURVEY
ANO PLAN OF CORRECTION IOENTIFICATION NUMBER: A, BUILOING COMPLETED
R-C
495362 B. WING 05/12/2016
NAME OF PROVIOER OR SUPPLIER STREET AQORESS, CITY, STATE, ZIP CODE
ASHLAND NURSING AND REHABILITATION 906 THOMPSON STREET
ASHLAND, VA 23005
(X410 SUMMARY STATEMENT OF OEFICIENCIES o] PROVIOER'S PLAN OF CORRECTION (X5}
PREFIX (EACH OEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TG OR LSC IOENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
OEFICIENCY)
F 252| Continued From page 55 F 252

FORM CMS-2567(02-99) Previous Versions Obsolete

J2WF12

If conlinuation sheet Page 56 of 153



(

Printed:  05/26/2015
DEPARTMENT OF HEALTH AND HUMAN SERVICES FORM APPROVED
CENTERS FOR MEDICARE & MEDICAID SERVICES OMB NO. 0938-0391
STATEMENT OF DEF ICIENCIES {X1) PROVIOER/SUPPLIER/CLIA (X2) MLLTIPLE CONSTRUCTION {X3) OAT E SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMSER: A. BUILOING COMPLETED
R-C
NAME OF PROVIDER OR SUPPLIER STREET ADORESS, CITY, STATE, ZIP COOE
ASHLAND NURSING AND REHABILITATION 906 THOMPSON STREET
ASHLAND, VA 23005
(X4} 10 SUMMARY STATEMENT OF OEFICIENGIES 0 PROVIOER'S PLAN OF CORRECTION x3)
PREFIX {(EACH OEFICIENCY MUST BE PRECEOEQ BY FULL REGLILATORY PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG OR LSC I0ENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROFRIATE OATE
OEFICIENGY)
F 282| Continued From page 58 F 252

On 5/12/18 at 1: 00 p.m., an interview was
conducted with CNA {certified nursing assistant)
#1. When asked how urine is cleaned after an
incontinent episode she stated, "The CNA's pick
up the urine or stool but then we call
housekeeping to sanitize the room." When asked
if this was done each time a resident has an
incontinent episode she stated, "Yes." When
asked if housekeeping responds right away she
stated, "Yes, they are very good about cleaning
the room right away." When asked what she
could tell me about Resident #129 she stated,
"She has a lot of incontinent episodes. She will
pee on the floor, on her bed, take her soiled
clothes off and hang them over the railing in the
hallway. CNA #1 stated, "Her room still smells
now. She actually just had an accident in her
wheelchair when she was on her way back from
activities. The activities assistant brought her
back and her wheelchair cushion was all wet."
When asked what time she came back from
activities she stated, "Around lunch time. |
cleaned her up but | didn't have time to get a
large bag for her cushion so it is in the bathroom
right now. When asked to sea the wheelchair
cushion, CNA #1 opened the bathroom door. The
wheelchair cushion was observed on the floor in
the corner of the bathroom soiled from uring,
When asked why she did not have time to clean
the cushion right away she stated, "It was during
meal frays and | have to prioritize my tasks."
When asked why leaving the soiled cushion in the
corner of the bathroom was a concern she stated,
“Itis an infection control issue." When asked
how she usually cleans wheelchair cushions she
stated, "We bag them and give to housekeeping.
| haven't had a chance to tell housekeeping yet."

On 5/12/18 at 1:10 p.m., an interview was
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conducted with OSM (Other Staff Marber) #G,
housekeeping. She stated that she has never
been asked to clean a wheelchair cushion before.

On 5/12M6 at 1. 15 p.m., an interview was
conducted with CNA #17. When asked the
process if a resident soils 2 wheelchair cushion
she stated, "We usually wil just throw them away
and get a new cushion from therapy. Sometimes
the cushions have a covering that will be carried
to laundry." She stated the covering is carried in
a plastic bag.

On 5/12/16 at 1:18 p.m., an interview was
conducted with LPN (Licensed Practical Nurse)
#6. When asked the process if a resident soils a
wheelchair cushion she stated, "Contact
maintenance and they will pressure wash the
cushion or we throw away the cushion and ask
therapy for a new one." She stated the cushion
should always be bagged and never tossed on
the floor. She stated soiled linens or cushions
should never be placed on the floor because of
cross contamination,

On 5/12/16 at 2:24 p.m., an interview was
concucted with OSM (Other Staff Member) #5 the
maintenance director. He stated that the CNA's
will wipe the wheelchair cushion after a resident
has an incontinent episode and then will bag the
cushion and give to maintenance to pressure
wash.

Facility policy titled, "Exposure Control Plan:
Linen Handling" did not address the handling of
soiled wheelchair cushions.

On 5/12/16 at 2:54 p.m., ASM (Administrative
Staff Member) #2, the DON (Director of Nursing)
was made aware of the above findings. No
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further information was presented prior to exit,
2. The facility sta# failed to provide a home-like
activities room on the secured unit,

An observation of the activities roDm was made
on 5/12/16 at 8:48 a.m. The room was painted
beige and the wallpaper on three of the walls had
been removed as the room was being renovated,
There were maroon colored columns on the
walls. The room had seven bare brown tables
and 18 red and gold padded chairs. There were
eight framed pictures on ona wall; the pictures
were all done in soft pastel colors, There were
four crayon colored pictures on the back wall of
the room. There was a television mounted to the
wall at the front of the room. The floor was
wood-grained with multiple scratches. There were
three windows facing outside, the first window
nad blinds pulled 3/4 Guarters the way up and
closed, the second window had the blinds 1/4
Guarter of the way up and closed and the third
window had the blinds down and closed. Cutside
the room in the hall was a square brown table
with the comers chipped and wood exposed,

An observation was conducted of the activities
room with CNA {certified nursing assistant) #1,
the aide on 5/12/16 at 1:55 p.m. of the activities
room. When asked to describe the room to this
surveyor, CNA #1 stated, "It definitely needs
painting over there {pointing to a wall). Did hear
nim {the maintenance director) this morning say
he was going to do it. It needs pizzazz.” When
asked what that meant, CNA #1 stated, "It needs
to be more decorative for the residents. Need g
radio in here and it definitely neads to be bigger.”
When asked if the room was nomelike, CNA #1
stated, "Np, somewhat, a little bit only becausa of
the TV.” When asked what she thought about the
table in the hall, CNA #1 stated, "lt's a good idea
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for some (residents) to get away from the noise,
but I'd have to say no, the ends are chipped but
its sturdy and that's good.”

An observation was conducted of the activities
room on 5/12/16 at 2:05 p.m. with LPN (licensed
practical nurse) #5, the nurse assigned to the
secured unit. When asked to describe the room
to this surveyor, LPN #5 stated, "It's small,
cluttered (by the tables). No space. The walls,
they 're in the process of painting but there's no
color.” When asked if it was homelike, LPN #5
stated, "No." When asked about the table in the
hall, LPN #5 stated, "Yeah, the wood is chipped."

An observation was conducted of the activities
room with OSM {(other staff member) #2, the
activities director on 5/12/16 at 2:15 p.m. When
asked to describe the activities room to this
surveyor, OSM #2 stated, "This room is obviously
on pur dementia unit." When asked if it was
homelike, OSM #2 stated, "No."

An pbservation was conducted of the activities
room on 5/12/16 at 2:28 p.m. with RN {registered
nurse) #1, the unit manager. When asked to
describe the activities room to this surveyor, RN
#1 stated, “Like how it looks? It has the wallpaper
on the walls and that burgundy color or whatever
color that is, a TV.” When asked if it was
homelike, RN #1 stated, "No, | know we can do
more, its not stimulating.”

An pbservation was conducted of the activities
room on 5M2/16 at 2:30 p.m. with ASM
(administrative staff member) #1, the
administrator. When asked to describe the room
to this surveyor, ASM #1 stated, *Unpainted walls,
the wallpaper has been taken off, the size of the
room is great." When asked if it was homelike,
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The resicent has the right, unless adjudged
incompetent or otherwise found io be
incapacitated under the laws of the State, to
pariicipate in planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the attending
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
legal representative; and periodically reviewed
and revised by a team of qualified persons after
each assessment.

This Requirement is not met as evidenced by:
Based on staff interview, facility document review,
and clinical record review, it was determined that
the facility staff failed to review and revise the
care plan for two of 30 residents in the survey
sample, Residents #116 and #130.
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ASM #1 stated, "No mz'am, it's a work in

progress.”

Cn 5/12/16 at 3:20 p.m. ASM #1, the

administrator and ASM #2, the director of nursing

were made aware of the findings.

No further information was provided prior to exit.

{F 280} 483.20(d)(3), 483.10(K)(2) RIGHT TO (F 280} (9111]“?

1. Resident #1158 no longer resides in
the facility. Resident #130 care plan
has been updated to included
history of threatening others,

2. Residents currently residing in
the facility have the potential to be
affected. Areview has been
conducted by the MDS
director/designee for residents with
behavioral outburst in the past 30
days to ensure care plan is reflective
of behavior.,

3. In-servicing has been provided to
the interdisciplinary team by the
DCS/designee regarding updating
plan off care with any changes to
include behavioral outhurst.
Random weekly review will be
conducted by the DCS/d esignee for
five (S} residents per week for three
(3} months to ensure that the any
behavioral episodes have been
added to the plan of care ang plan
revised as necessary.
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1. The facility staff failed to update the care plan
for Resident #116 following a threat made by
Resident #130 toward Resident #116 on 519118,
4. Results of the reviews will be
2. The facility staif failed to update the care plan discussed by the

for Resident #130 following a threat made by

administrator/desi
Resident #4130 toward Resident #116 on 5/9M16. /de gnee at the

Quality Assurance Performance
The findings include: Improvement meeting monthly for
three (3) months. The committee
1. Resadgnt ;'#116 was 'admit'ted to the fa(l:ih?y on will recommend provisions to the
5/3/16 with diagnoses including, but not mited to: plan as indicated to sustain
sthizophrenia, dementia, nigh blood pressure, X ;

and depression. On Resident #116's admission substantial compliance.

nursing assessment dated 5/3/16, he was coded
as having both short term and long term memory
problems. He was coded as having a history of
depression, but was coded as not having any
behaviors. He was coded as naving an alteration
in safety awareness due to cognitive decline.

Resident #130 was admitied to the facility on
10/10/13 and most recently readmitted on
1172114 with diagnoses including, but not limited
to: chronic obstructive pulmonary diseass,
epilepsy, heart failure, agitation and nistory of &
stroke. On the most recent MDS {minimum data
set), a quarterly assessment with (ARD)
assessment reference date 3/10/16, Resident
#130 was coded as having moderate cognitive
impairment for making daily decisions, having
scored eight out of 15 on the BIMS (brief
interview for mental status). He was coded as
having exhibited no behaviors during the look
back period.

A review of the clinical record for Resident #116
revealed the following nurse's note, dated 5/5/16
at 7:30 p.m. and written by LPN (licensed
practical nurse) #11: "Charge nurse on middle
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hall giving out medication. Called to Front Hall
[wing number] by other residents. Resident noted
cn floor in hallway. Denies pain or discomfors.
[Names of other residents] state they didn't see
him fall but they heard him hit the floor. Resident
extremely confused wandering and fumbling
around in the room to the point the roommate is
upset and threating (sic). MD (physician) called
and made aware of fall. Request bip (blood
pressure) to be rechecked. BP 132/60...Call
placed to MD. Awaiting return call @ (at) this
time.”

A review of the Admission Care Plan for Resident
#116 dated 5/2/16 listed the following
interventions under the heading
"Falls/Safety/Elopement Risks: "Orthaostatic
nypotension precautions (to prevent low blood
pressure when gquickly sitting or standing up),
ambulation devices as necessary, 2ssess
cognitive status as ability to ask for assistance,
assess resident footwear for fit and non-skid
soles, encourage activity, safety checks,
orthostatic BP (blood pressure) checks.

Further review of the clinical record revealed no
further evidence that Resident #118's care plan
was reviewed or revised after the incident on
5/9/186. '

On 5/12/18 at 2:45 p.m., LPN (licensed practical
nurse) #3 was interviewed regarding the process
for updating resident care plans following a
resident to resident altercation. She stated that
the care plans of both residents should be
updated. She stated: "Unit managers are
responsible for updating all of the care plans.”

On 5/12/16 at 2:47 p.m., LPN #18, a unit
manager, was interviewed regarding the process
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of updating resident care plans following a
resident to resident altercation. She stated; "If
i's behavioral, the care plan should be updated.”
When asked who is responsible for updating
resident care plans, she stated; "The nursing
deparment.” When asked to be more specific,
she stated: "Either the nurses or me." When
shown the nurse's note describing the above
referenced incident, she stated that the care plan
of both residents should have been updated,

On 5/M12/16 at 3:10 p.m., ASM #1, the
administrator, ASM #2, the director of nursing,
ASM #3, the assistant director of nursing, ASM
#4, the corporate consultant, and ASM #5, the
corporate MDS consultant, were informed of
these concerns.

Areview of the policy entitled "Plan of Care"
revealed, in part, the following: "The
Comprehensive plan of care is reviewed and
upcated at least quarterly, and as needed, by the
interdisciplinary team and revisions are made by
the interdisciplinary team to ensure needs are
addressed and that the plan is oriented toward
attaining or maintaining the highest practicable
physical, mental and psychosocial well-being."

No further information was provided prior to exit.
Basic Nursing, Essentials for Practice, 8th edition
(Potter and Perry, 2007, pages 118-127), was a
reference for care plans, "A nursing care plan is
a written guideline for coordinating nursing care,
promoting continuity of care and listing outcome
criteria to be used in the evaluation of nursing
care. The written care plan communicates
nursing care priorities to other health care
professionals. The care plan also identifies and
coordinates resources used to deliver nursing
care. Acorrectly formulated care plan makes it
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gasy to continue care from one nurse to another.
If the patient's status has changed and the
nursing diagnosis and related interventions are
no longer appropriate, modify the nursing care
plan. An out of date orincorrect care plan
compromises the guality of nursing care. "

2. Resident #1158 was admitted to the facility on
53116 with diagnoses including, but not limited to:
schizophrenia, dementia, high blood pressure,
and depression. On Resident #116's admission
nursing assessment dated 5/3/16, he was coded
as having both short term and long term memory
problems. He was coded as having a history of
depression, but was coded as not having any
behaviors. He was coded as having an alteration
in safety awareness due to cognitive decline.

Resident #130 was admitted to the facility on
10/10/13 and most recently readmitted on
11/21/14 with diagnoses including, but not limited
to: chronic obstructive pulmonary disease,
epilepsy, heart failure, agitation and history of a
stroke. On the most recent MDS {minimum data
set), a quarterly assessment with (ARD)
assessment reference date 3/10/18, Resident
#130 was coded as having moderate cognitive
impairment for making daily decisions, having
scored eight out of 15 on the BIMS {brief
interview for mental status). He was coded as
having exhibited no behaviors during the look
back period.

Areview of the clinical record for Resident #1186
revealed the following nurse's note, dated 5/9/18
at 7:30 p.m. and written by LPN {licensed
practical nurse) #11: "Charge nurse on middle
hall giving out medication. Called to Front Hall
[wing number] by other residents. Resident noted
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on floor in hallway. Denies pain or discomfort.
[Names of other residents] state they didn't see
himn fall but they heard him hit the floor. Resident
extremely confused wandering and fumbling
around in the room to the point the roommate is
upset and threating (sic). MD (physician) called
and made aware of fall. Request b/p (blood
pressure) to be rechecked. BP 132/80...Call
placed to MD. Awaiting return call @ (at) this
time."

Further review of the comprehensive care plan
for Resident #130 dated 10/1/15 and most
recently updated on 1/8/16 revealed no further
evidence that Resident #130's care plan was
reviewed or revised after the incident on 5/8/186.

On 5/12/16 at 2:45 p.m., LPN (licensed practical
nurse) #3 was interviewed regarding the process
for updating resident care plans following a
resident to resident altercation. She stated that
the care plans of both residents should be
updated. She stated: "Unit managers are
responsible for updating all of the care plans.”

On 5/12/16 at 2:47 p.m., LPN #18, a unit
manager, was interviewed regarding the process
of updating resident care plans following a
resident to resident altercation. She stated; "If
it's behavioral, the care plan should be updated.”
When asked who is responsible for updating
resident care plans, she stated: "The nursing
department." When asked to be more specific,
she stated: "Eitherthe nurses or me.” When
shown the nurse's note describing the above
referenced incident, she stated that the care plan
of both residents should have been updated.

Cn 5/12/16 at 3:10 p.m., ASM #1, ASM #2, ASM
#3, ASM #4 and ASM #5, the corporate MDS

{F 280}
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The services provided or arranged by the facility
must meet professional standards of quality.

This Reguirement is not met as evidenced by;
Based on observation, staff interview, facility
document review, and clinical record review, it
was determined that the facility staff failed to
follow professional standards of practica of
documentation for two of 30 residents in the
survey sample, Residents #116 and #130.

1. The facility staff failed to document their
interventions to immediately separate Resident
#116 from his roommate (Resident #130)
following a threat made by Resident #130 toward
Resident #116 on 5/9/16.

2. The facility staff failed to document Resident
#130's threat to his roommate (Resident #116) on
5/9/16.

The findings include:

1. Resident #116 was admitted to the facility on
5/3/16 with diagnoses including, but not limited to:
schizophrenia, dementia, high blood pressure,
and depression. On Resident #116’s admission
nursing assessment dated 5/3/16, he was coded
as having both short term and long term memory
problems. He was coded as having a history of
depression, but was coded as not having any
behaviors. He was coded as having an alteration
in safety awareness due to cognitive decline.

1. Resident #116 no longer residesin
the facility. Resident#130isina
private room. For resident #130, no
adverse effects related to room
change.

2. Residents currently residing in the
facility have the potential to be
affected. Areview has been
conducted by the
administrator/designee of incident
reports within the last thirty (30)

days to ensure that an investigation
was conducted and interventions

have been documented.

(4) 10 SUMMARY STATEMENT OF OEFICIENCIES 10 PROVIOER'S PLAN OF CORRECTION %8}
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{F 280}| Continued From page 66 {F 280}
consultant, were informed of these concerns.
No further information was provided prior to exit. Lf[“\h{?
F 281) 483.20(k}(3){i} SERVICES PROVIDED MEET F 281
S8=D| PROFESSIONAL STANDARDS
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Resident #130 was admitted to the facility on
10/10/13 and most recently readmitted on 3. In-servicing has been provided to |
11/21/14 with diagnoses including, but not limited . !
to: chronic obstructive pulmonary disease, the licensed nurses by the
epilepsy, heart failure, agitation and history of a DCS/designee on proper and
stroke. On the most recent MDS (minimum data accurate documentation in the
set), a quarterly assessdment with (ARD) medical record. In-servicing has
assessment reference date 3/10/16, Resident .

#130 was coded as having moderate cognitive been provided to the

impaiment for making daily decisions, having interdisciplinary team by the
scored eight out of 15 on the BIMS (brief DCS/designee regarding updating
interview for mental status). Me was coded as plan of care with any changes to
Eav:(ng egh(;blted no behaviors during the look include behavioral outburst with

aCl eriod. R . R N

P | appropriate interventions to provide

On the following dates and times during the safety. Random weekly review will
survey, Residents #116 and #130 were observed be conducted by the BCS/designee

in the same room: 5/10/16 at 3:15 p.m.; 5/ 11/16
at 7:40am. and 5:15 p.m. On &5/12/16 at 8:10
a.m., Resident #116 was observed to have been

for five (5) residents per week for
three (3) monthsto ensure that the

moved to a different room. any behavioral episodes have been
added to the plan of care and
A review of the clinical record for Resident #116 immediate interventions in place.

revegled the followipg nurse's notg, dated 5/9/16 4. Results of the reviews will be
at 7:30 p.m. and written by LPN (licensed .

practical nurse) #11; "Charge nurse on middle discussed by the

hall giving out medication. Called to Front Hall administrator/designee at the
[wing number] by other residents. Resident noted Quality Assurance Performance

on floor in hallway. Denies pain or discomfort. Improvement meeting manthly for
[Names of other residents] state they didn't see three (3) months. The committee

him fall but they heard him hit the fioor. Resident

extremely confused wandering and fumbling will recommend provisions to the
around in the room to the point the roommate is plan as indicated to sustain
upset and threating (sic). MD (physician) called substantial compliance.

and made aware of fall. Request b/p (blood
pressure) to be rechecked. BP 132/60...Call
placed to MD. Awaiting return call @ (at) this
time."
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A review of the Admission Care Plan for Resident
#116 dated 5/2/18 listed the following
interventions under the heading
"Falls/Safety/Elopement Risks; " Orthostatic
hypotension precautions (to prevent low blood
pressure when quickly sitting or standing up),
ambulation devices as necessary, assess
cognitive status as ability to ask for assistance,
assess resident footwear for fit and non-skid
soles, encourage activity, safety checks,
orthostatic BP (blood pressure) checks.

Further review of the clinical record ravealed no
further evidence that the facility staff addressed
Resident #130's threats to Resident #116, or
assessed Resident#116 for safety needs. The
record revealed no evidence that Resident #1186
was protected from further threats or harm from
Resident #130.

On 5/11/16 at 5:50 p.m., ASM (administrative
staff member) #3, the assistant director of
nursing, was interviewed regarding the above
referenced nurse's note. She was asked to
provide the surveyor with an incident report and
investigation regarding the threat Resident #130
made to Resident #116. She stated that she did
not have any further documentation regarding this
incident. She stated that she was aware that the
nurse working the floor when the incident
occurred separated the residents immediately,
and kept Resident #1168 at the nurse’s station untl
Resident #130 had gone to sleep. She stated
that when Resident #130 went to sleap, tha
facility staff assisted Resident #1186 back into his
bed (in the same room as Resident #130).

On 5/11/16 at 6:10 p.m., L.PN #11 was
interviewed about the above referenced incident,
She stated that she was initially focused on
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Resident #116's fall and on assessing him for any
injuries. She stated that her assessment
revealed no apparent injuries for Resident #1186.
She stated that Resident #116 was being "very
loud and unsteady" in his room, and that Resident
#130 said: "If you can't make him sit his
[expletive] down, | will make him sit it down." She
stated that she put Resident#116 in a wheelchair
and took him to sit at the nurse's station for the
duration of the shift. She stated that Resident
#130 went to slesp, and she assisted Resident
#116 back to his bed at thattime. She stated that
she told the supervisor about this, and that the
supervisor told her to make sure the residents
were separated and monitored to make sure
there were no other incidents. When asked if she
recorded any of this information in the clinical
record, she stated: "No, | didn't. | know | should
have."

On 5/12/16 at 8:25, LPN #8, the unit manager,
was interviewed regarding what she would do if
she was notified of 2 resident threatening another
resident, She stated that the residents should be
separated for safety. She stated that she would
alert the director of nursing. When asked if she
would document any of her actions, she stated
that she would write a nurse's note about what
happened and about any zction she took. She
stated that the doctor and the RP should also be
notified. When asked if she was told about an
incident between Resident #116 and #130, she
stated: "l didn't hear exactly what was said. |
was just told they were arguing. | told the nurse
that we need to get them moved." When asked if
this information was shared in the morning
meeting at any point, she stated: "l brought the
chart to the moming meeting on [the day
following the incident] (5/10/18)." She stated:
"There absolutely should have been an

F 281
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investigation." She stated she could not recall
exactly what she had shared or what had been
discussed at the morning meeting on 5/10/18.

On 5/12/16 at 8:40 a.m., LPN #10, the evening
supervisor on 5/9/16, was interviewed regarding
the process to be followed when a resident was
threatened by a rcommate. She stated: "If it was
an actual threat, | would separate them and notify
my boss. |would get witness statements from
anyone who saw or heard anything, whether it
was staff or residents." When asked how she
determined that a threat was an "actual" cne, she
stated: "An actual threat would be if a patient
said that they would hurt someone or had actually
hurt someone." When asked about the above
referenced incident between Resident #1186 and
Resident #130, she stated: "It was not brocught to
me as a threat." She said that ancther staff
member had told her that Resident #130 had
made a statement and that we needed to do
scmething about Resident # 116 falling all cver the
place." She stated that her concern was much
more about the resident's unsteadiness and risk
for falls. She stated that a CNA {certified nursing
assistant) sat with Resident # 115 the remainder
cf the night shift to make sure he was safe. She
stated: "We kept him safe all night. We
manitored him all night." She stated that if she
had been fold exactly what Resident #130 had
said, she would have moved Resident #116 to a
different room. When asked if she passed on
any information about this incident to the next
shift, she stated: "I would have passed it cn
myself. It was net on the 24-hour report. | should
have put it on there." When asked if the incident
should have been investigated as an incident of
abuse, she stated: "Yes. Yes it should have. [f|
nad known what really happened, | would have."
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On 5111116 at 5:50 p.m., ASM#1, the
administrator, ASM #2, the director of nursing,
ASM #3, the assistant director of nursing, and
ASM #4, the regional consultant, were informed
of these concerns.

On 5/12/16 at 4:25 p.m., ASM #2 was asked to
identify the facility's profession standard for
clinical matters. She stated that the facility used
the Lippincott clinical reference books for clinical
standards,

A review of the facility policy entitied "Nurse
Progress Notes” revealed, in part, the following:
"A resident’s progress shall be documented in the
record as required. The nurse shall utilize the
Progress Note to document resident progress.
The note will be written legibly in black ink and
shall include the following but not limited to:

Date, Time (specific, not block time), Resident
specific information, Signature with credentials.”

No further information was provided prior to exit.
According to Fundamentals of Nursing Miade
Incredibly Easy, Lippincott Williams and Wilkins,
Philadelphia PA, page 23: " Nursing
documentation is a highly significant issue since
documentation is a fundamental feature of
nursing care. Patient records are legally valid,
and need tp be accurate and comprehensive so
that care can be communicated effectively to the
health care team. Unlgss the content of
documentation provides an accurate depiction of
patient and family care, quality of care may not be
possible. Many nurses do not realize that what
they document or fail to record can produce an
enormous effect on the care that is provided by
other members of the health care team.”

The following guotation is found in Lippincott's

F 281

FORM CMS3-2567{02-89) Previcus Versions Obsolete

J2WF12 If contirualion sheet Page 72 of 153



(

DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed:  05/26/2016
FORM APPROVED
OMB NO. 0938-0391

Fundamentals of Nursing, 5th edition (2007, page
237). "The client record serves as a legal
document of the client's health status and care
received...Because nurses and other healthcare
team members cannot remember specific
assessments or interventions involving a client
years after the fact, accurate and complete
documentation at the time of care is essential.
The care may have been excellent, but the
documentation must prove it."

2. Resident #116 was admitted to the facility on
513716 with diagnoses including, but not limited to:
schizophrenia, dementia, high blood pressure,
and depression, On Resident #116's admission
nursing assessment dated 5/3/16, he was coded
as having both short term and long term memory
problems. He was coded as having a history of
depression, but was coded as not having any
behaviors, He was coded as having an alteration
in safety awareness due to cognitive decline.

Resident #130 was admitted to the facility on
10/10/13 and most recently readmitted on
11/21/14 with diagnoses including, but not limited
to: chronic obstructive pulmonary disease,
epilepsy, heart failure, agitation and history of a
stroke. On the most recent MDS (minimum data
set), a quarterly assessment with (ARD}
assessment reference date 3/10/16, Resident
#130 was coded as having moderate cognitive
impairment for making daily decisions, having
scored eight out of 15 on the BIMS (brief
interview for mental status). He was coded as
having exhibited no behaviors during the look
back period.

A review of the clinical record for Resident #116
revealed the following nurse's note, dated 5/9/16
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at 7:30 p.m. and written by LPN (licensed
practical nurse) #11; "Charge nurse on middle
hall giving out medication. Called to Front Hall
[wing number] by other residents. Resident noted
on floor in hallway. Denies pain or discomfort.
[Names of other residents] state they didn't see
him fall but they heard him hit the floor. Resident
extremely confused wandering and fumbling
around in the room to the point the roommate is
upset and threating (sic). MD (physician) called
and made aware of fall. Request b/p (blood
pressure) to be rechecked. BP 132/60.. Call
placed to MD. Awaiting return call @ (at) this
time."

A review of Resident #130's clinical record
revealed no nurses' notes after 5/2/16. The
record contained no evidence of an altercation
between Resident #130 and Resident #116 on
5/9/16.

On 5M12/16 at 1:10 p.m., LPN #8 was interviewed
regarding what should be documented if a
resident makes a threat against another resident.
She stated: "It should go in both resident charts.
| would write a note in each of the charts. | would
say what happened and who | called."

On 512116 at 1:15 p.m., LPN #9, a unit manager,
was interviewed regarding what should be
documented if a resident makes a threat against
another resident. She stated that the events
should be documented in both residents'
progress notes. She stated that after the
residents are separated and the physician and
RP are notified, everything that happened with
both residents should be documented.

On 512116 at 3:10 p.m., ASM #1, ASM #2, ASM
#3, ASM #4 and ASM #5, the corporate MDS
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consultant, were informed of these concerns.

No further information was provided prior to exit.

F 282| 483.20(<)(3)(ii) SERVICES BY QUALIFIED F 282
$8=D| PERSONS/PER CARE PLAN 1. Resident #109 is having oxygen b IUL}IW
The services provided or arranged by the Tacility ltherapy provided by qua“ﬂed.Staff‘
must be provided by qualified persons in Resident #104 no longer requires 1:1
accordance with each resident's written plan of supervision,
care. 2. Residents currently residing in the

facility have the potential to be

This Requirement is not met as evidenced by: affe(.:ted. Di.CS/deslgnee will in- _
Based on observation, staff interview, facility service nursing staff /on regulations
document review and clinical record review it was for administration of oxygen and
determined that fa‘?'c'i'“:jséaﬁ fa':id ctio ?”;‘%”e following the residents plan of care.
services were provided by qualified staff for one 1 - .

of 30 residents in the survey sample; Resident 1:1 supervision for residents

#109; and facility staff failed to follow the plan of 3. DCS/designee will perform

care for one of 30 residents in the survey sample; random audits 3 times weekly for 3

Resident #104. months to ensure that oxygen

1. Facility staff failed to ensure oxygen was ther"';lp-)y Is being provided by

administered by qualified staff for Resident #109. qualified staff as per MD order.
DCS/designee will conduct random

2. The facility staff failed to follow the plan of audits to ensure that residents have

care for one of 30 residents in the survey sample,

. acurrent care plans and that
Resident #104.

implementation is accurate.

4. Results of the reviews will be
The findings include: discussed by the
administrator/designee at the

1. Resident #109 was admitted to the facility on Quality Assurance Performance

8/12/15 with diagneses that included but were not

limited to heart failure, fracture of left femur, Improvement meeting month.ly for
major depressive disorder, high cholesterol, three (3} months. The committee
dementia with behavioral disturbance and (1) will recommend provisions to the

COPD (Chronic Obstructive Pulmonary Disease-
a progressive disease that makes it hard to substantial i
breathe). Resjdent# 109's most recent MDS ubstantial compliance.

plan as indicated to sustain
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{Minimum Data Set) was a quarterly assessment
with an ARD (Assessment Reference Date) of
2/19/16. Resident #109 was coded as being
moderately impaired in cognitive status scoring 7
out of 15 on the BIMS (Brief Interview for Mental
Status) exam. Resident #109 was coded as
being totally dependent on staff with transfers,
locomotion, toileting, personal hygiene and
bathing; and extensive assistance with gating.

On 51016 at 12:15 p.m., tour of the facility was
conducted. At 12:50 p.m., Resident #109 was
pbserved sitting up in bed. His nursing aide was
right beside the bed feeding him lunch. Resident
#1089 was observed wearing a nasal cannula that
was hooked up to an oxygen concentrator. The
concentrator was off. VWhen CNA #18 (certified
nursing assistant) was asked where Resident
#106's bxygen was hooked up to, she stated,
"Ch, itis not even on." CNA#18 then flipped on
the oxygen concentrator switch that automatically
set the 02 rate to 2 LPM (liters per minute). CNA
#18 stated that his oxygen is always supposed to
be on. CNA#18 was not certain how long his
oxygen was off,

Review of Resident #109's most recent POS
(Physician Order Sheet) dated 5/1/16
documented the following order, "02 (oxygen) at
2L {liters)/min {(minute) via nasal cannula
continuous for shorthess of breath." This order
was initiated on 8/26/15.

Review of Resident #109's care plan revised
3/3/16 documented the following intervention
under care area "Respiratory,” "Oxygen as
ordered {specify route, device, and liter flow) 2
LPM via NC {nasal cannula} continuously."

Cn 5/11/15 at 1:40 p.m., an interview was
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conducted with CNA #18. When asked the
process if a resident's oxygen concentrator is not
on, CNA #18 stated, "Cut it on immediately and
tell the nurse. Oxygen to ma is important.” When
asked if she is allowed to administer medications
she stated, "No." When asked if she is allowad to
administer oxygen she stated, "Was | not
supposed to turn it on?*

Cn 5/11/16 at 1:51 p.m., an interview was
conducted with LPN (Licensed Practical Nurse)
#3. When asked who was responsible for
ensuring oxygen is in place and functioning for a
resident who utilizes 02, she stated, "The nurses.”
When asked who was allowed to administer
oxygen she stated, "The nurses. Oxygen is
considered a medication. We don't know if CNA's
know the proper liters a resident has to be on.”

Cn 5/11/16 at 2,00 p.m., an interview was
conducted with CNA #19. When asked the
process if she noticas a resident's oxygen
concentrator not on she stated, "Tell my charge
nurse and inform them 02 is not on. | don't touch
it because it is beyond my scope of practice.
Oxygen is considered a medication.”

Facility policy titled, "Oxygen Therapy," did not
address the above concern. '

On 5/12/16 at 2:54 p.m., ASM {Administrative
Staff Member} #2, the DON {Director of Nursing}
was made aware of the above findings.

According to Fundamentals of Nursing, Perry and
Petter, 6th edition, page 1122, Oxygen should be
treated as a drug. It has dangerous side effects,
such as atelectasis or oxygen toxicity. As with
any drug, the dosage or concentration of oxygen
should be continuously monitored. The nurse
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should routinely check the physician's orders to
verify that the client is receiving the prescribed
oxygen concentration. The six rights of
medication administration also pertain to oxygen
adrinistration.”

No further information was presented prior to exit.

(1)
nttp:/hwww.nhibi.nih.g ovihealth/health-topics/topic
s/copd/

2. Resident #104 was adrnitted to the facility on
8/9/15 and most recently readmitted on 1/16/16
with diagnoses including, but not lirnited to:
Huntington disease*, difficulty swallowing,
dementiz, and psychosis. On the most recent
MDS (minimum data set), a quarterly assessment
with ARD (assessment reference date) 4/26/186,
Resident #104 was coded as having both short
term and long term memory difficulties, and as
being severely cognitively impaired for making
daily decisions. He was coded as requiring
supervision of staff for walking in his room and on
the unit. He was coded as being unsteady but
able to stabilize without staff assistance for
walking and turning around and facing the
opposite direction while walking. He was coded
as having had one fall with no injury during the
look back period. He was coded as having
exhibited no behaviors during the look back
period.

On 5/11/16 at approximately 7:30 a.m., Resident
#104 was observaed walking down the hall of his
unit without 1:1 supervision by facility staff. He

stopped in the middle of the hall and undressed.
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On 5/11/16 between 7:50 2.m. and 7:55 a.m.,
Resident #104 was observed walking down the
hall of his unit without evidence of 1:1 suparvision
by facility staff. He entered and exited multiple
rocms of other residents during this time, as well
as entering and exiting the activity room.

On 5/11/16 at 8:00 a.m., Resident #104 was
observed walking in the unit hallway
unsupervised. He attempted to enter another
resident's room. The surveyor observed
Resident #104 being pushed out the doorway.

On 5/11/16 at 8:07 a.m,, Resident #104 was
joined in his walk by CNA (ceriified nursing
assistant) #2. She stated to another staff
member: "I'm one on one with him today. You
are need going to need to find somebody else to
sit in the dining room with everyone else.

On 5/11/16 at 8:25 a.m., Resident #104 was
observed walking in the unit hall. CNA#2, who
had been walking approximately 15 feet behind
the resident, stopped at the medication cart to
spesk to another staff member. Resident #104
continued walking unsupervised down the hall,
and attempted to enter the room from which he
had been pushed earlier. He successfully
opened the door to the room and entered, closing
the door behind him. In approximately 90
seconds, CNA#2 began to search for Resident
#104, She discovered him in the other room, and
led him out of the room, closing the dpor behind
her.

Areview of Resident #104's clinical record
revealed the following nurses’ notes:

- "3/21/16 - 3-11 (evening shift) - Resident very
agitated this shift, several attempts on redirecting
resident but was unsuccessful.”
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- "4/17M86 - 7-3 (day shift) - Resisting and refusing
care and difficulty with redirecting. Resident
throws/sits on floor without injury when
redirecting.”

-"4119/16 - 3:15 p.m. - Resident status change
from 1:1 to g 15 min (svery 15 minute) safety
checks. Will monitor need to either continue
safety checks or return to 1:1 or dic (discontinug)
safety checks."

- "4/19/18 - 4 p.m. - Resident was increasingly
agitated. Unable to redirect by 1:1.. Redirected
out of others rooms."

-"4/22{16 - 1:00 p.m. - RP (responsible party)
was called, Left message to call facility
concerning incident that involved [Resident #104]
and another resident. "

- "4/2216 - 11:30 a.m. [late entry] - Resident
walking thru (sic) halls disrobing and resistant to
help. Resident combative upon approach when
redirected from going into other resident's room.
Resident laid (sic) in an unoccupied bed,
redirected, however combative."

A review of physician progress notes revealed a
note written on 4/19/16 by the ASM
(administrative staff member) #6, the medical
director. Review of this note revealed, in part, the
following: "The patient is a long-term resident of
this facility, patient of [name of primary care
physician]. He camies the diagnosis of
Huntington chorea and behavior issUes.. | was
asked [by the primary care physician}to
review...Per staff, he paces around. He goes to
other patient's room...Assessment and plan:
Huntington chorea with dementia and behavior
issues...Continue one-on-one sitter at the
moment for fall precautions."

A review of the nurse tech information kardex
available to all staff for Resident #104 revealed &
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box checked beside the word "Other” under the
category of safety. Beside this was written "1:1."

A review of the comprehensive care plan for
Resident #104 dated 11/8/15 and most recently
updated on 4/22/16 revealed, in part, the
following: "Potential for impaired or inappropriate
bahaviors...as evidenced by viclence to others,
noncompliance with care or treatment regime,
ineffective impulse control, wandering, aggressive
behavior towards others, unsafe behaviors -
running in hall, ambulating without assistance,
gets into bed with other residents...increase 1:1
monitoring as needed.”

On 5/11/16 at 7:05 a.m., CNA #4 was interviewed
regarding supervision Resident #104 should be
receiving. She stated: "Most of the time, he has
a one on one with him, even at night.” When
askad why he requires 1:1 supervision, she
stated: "His biggest thing is getting intc other
people’s beds.” She stated that he falls easily
and that he "agitates other residents.” When
asked how she knows a resident requires 1:1
supenvision, she stated that she looks on the
kardex.

Cn5/11/16 at 7:10 a.m., CNA #20 was
interviewed regarding supervision Resident #104
should be receiving, She stated: "He is one on
one." She stated that he requires 1:1 supervision
"because he walks arcund, takes his clothes off
and goes intc other residents’ rooms."

On 5/11/16 at 1:0C p.m., LPN (licensed practical
nurse) #11, the nurse taking care of Resident
#104 on 5/11/16. When asked what kind of
supervision he should be receiving, she stated: "}
think he is one on one. ! have never worked on
this unit before today. ! work for an agency - not
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the facility." Ywhen asked how she becomes
aware of what sort of supervision a resident
requires, she stated: "I get report from the night
nurse, or the schedule or assignment sheet
should have it." When asked why Resident #104
was on 1:1 supervision precautions, she stated:
"Behavicrs. It might also be for safety.” When
asked the goals for 1:1 supervision for Resident
#104, she stated: "To monitor what a resident is
deing - so we will know exactly what is going on.
It also could be to prevent his falls. Yeu want to
try to keep him safe from other residents, and o
prevent an event with ancther resident." When
asked if she had looked at Resident #104's care
plan or kardex during that shift, she stated: "I
have net had time."

On 511116 at 1:30 p.m., ASM #6 was interviewed
regarding 1:1 supervision for residents. He
stated: "They may be wandering. They may be a
fall risk. They may hit somecne or be hit. You
want to make sure they don't fall, so they don't hit
somecneg, so they are not hit." When shown the
above-referenced note and asked what he
intended by one on one supervision he wrote in
the note, he stated: "Close observation. He
needs to be observed in front of your eyes. If he
leaves the room, he needs to be supervised,
observed." He stated that the resident needed to
have someone watching him. He stated that
another term for the 1:1 supervision would be
"close cbservation.”

On 5/11/16 at 1:45 p.m., RN {registered nurse)
#1, the manager for Resident #104's unit, was
interviewed regarding the process for assessing a
resident's safety needs. She stated that the staff
needs to know how residents are walking, if they
are able to safely use a wheelchair, or if they are
appropriately placed in the facility's dementia unit.

F 282
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When asked who determines what a resident
needs regarding safety, she stated: "Either the
people at the morning mesting, or, if itis an
immediate need, the staff implements something
right away and infarms the team at the next
morning meeting.” When asked if she attends
the morning meeting as a unit manager, she
stated: "l just started going to them this week.”
When asked what 1:1 supervision means for
rasidents, she stated that the 1;1 staff member
should be within arm'’s reach of the resident at al|
times. When asked how this is communicated,
she stated that she informs staff afier a morning
meeting, or, if it is an ongoing need, the 1:1 staff
assignment is documented on the unit
assignment sheet. She stated that Resident
#104 should currently have a 1:1 staff
assignment. When shown the care plan for
Resident #104 she stated: "This means that we
increase monitoring for him period. He should
always have one on one." When asked why the
resident needed 1:1 supervision, she stated: "We
put him on ane on ane fo protect him from others,
He goes into different residents’ rooms. He has
been one on one for a long time." When asked if
this information should be on the care plan and
kardex, she stated: "l suppose.”

On 511716 at 2:55 p.m., CNA #2 was interviewad
regarding her care for Resident #104 that day.
She stated that she had arrived at work at 7:00
a.m. She stated that she was originally
scheduled to care for residents in four rooms of
the unit for that shift. Then she was assigned to
1:1 care for Resident #104. Then she was
assigned back to the original eight residents
towards the end of her shift. When asked what
time she began her 1:1 assignment with Resident
#104, she stated: "It was betwsen 8:00 {a.m.)
and 8:30 (a.m.). | saw he didn't have anybody
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with him, so | asked if | could be his sitter." She
stated that from the time she arrived uniil she
took over care for him between 8:00 a.m. and
8:30 a.m., ihe resident was unsupervised.

On 5M11/16 at 2:35 p.m., ASM #2, the director of
nursing, was interviewed regarding the
assessment of residenis' safety needs. She
stated: "We have io look at the whole person - at
orders, diagnoses, observations. We have to
figure out what the resident needs as a whole
person." She stated that {he nurse who originally
admits a resident is responsible for the initia
safety assessment and that ihe unit managers,
morning meeting staff, and floor staff are
responsible for providing ongoing assessments
and impiementing new interventions if needed.
She stated that 1:1 supervision did not require a
physician's order, and could be started as a
nursing intervention. When asked the protocol
for 1:1 supervision, she stated: "You need o be
in sight of that resident. You should be abie to
visualize what that resident is doing.” When
asked if 1:1 staff needad to be within arm's reach
of a resident, she stated: "lf depends on the
resident. If you don'f trust them, if the need is
fhere, then that's what you'd do." She siated that
when CNAs (certified nursing assistanis) are
placed 1:1 with residents, "they are ciose enough
o intervene." When asked specifically about the
safety needs for Resident #104, she staited: "He
was on one on ong. |don't think he's on it now. |
think [ASM #1, the execuiive director] made that
decision. He reviewed all the one on onss and
discontinued it."

On 5/11/16 at 3:10 p.m., ASM #1 was interviewed
regarding his involvement in making decisions
regarding 1:1 supervision for residents. He
stated: "it was a while hack. We had two or
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three pecple oh one onone. ! am not a nurse,
but | told them we need to assess the need. |
talked with [ASM #2]. | told them we needed to
iry it ior a day, see how it goes. If we need it, we
needit. f we don'twe don't." He stated that
within 24 hours, it was clear that Resident #104
needed the 1:1 supervision. "The next day, within
24 hours, he had another FR! (facility reported
incident). ltwas clear he needed it." When
asked it he knew whether Resident #104 was
currently care planned for 1:1 supervision, he
stated: "Yes. As faras! know. For now." When
asked why, he staied; "Because of his
aggression. He gets info everything.”

Cn 5/11/16 at 5:50 p.m., ASM #1, ASM #2, ASM
#3, the assistant director of nursing, and ASM #4,
the regional consultant, were informed of these
concerns.

A review of the facility policy entitled "Behavior
Monitoring” revealed, in part, the following:
"Residents demonstrating behaviors that place
the resident at risk, or interfere with care or other
residents will be monitored and interventions
initiated as an individualized approach to
minimizing behavior...Residents with active
behaviors that place the resident at risk interfere
with care, or compromise the quality of care or
quality of life will be reviewed by the
interdisciplinary team on a regularly scheduled
time...Interdisciplinary team will review behaviors,
causative factorsftriggers and/or root cause to
determine individualized interventions to minimize
or eliminate the targeted behaviors. Resident's
plan of care will be updated as needed.”

A review of the facility policy entitled "Plans of
Care" revealed, in pari, the following: "An
interdisciplinary plan of care will be established
for each resident and updated in accordance with
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: state and federal regulatory requiremants and on
as as-needed basis... The resident's plan of care
encompasses many documents that are part of
the resident's clinical record and may include, not
only structured care plan documents, but may
also include MARS (medication administration
records), TARS (treatment administration
records), physician orders, flow records, and/or
legal documents that would drive the plan of care
for the individuzal resident....Direct care staff
should be awareg, understand and follow their
Resident's Plan of Care. If unable to implement
any part of the plan, notify tha Clinical Nurse or
Care Planning Coordinator, so that
documentation to suppart his (sic) can be
provided and plan of care changed if necessary."
*"Huntington disease is a progressive brain
<fart/large/side-view-of-brain.jpeg> disorder that
causes uncontrolled movements, emotional
problems, and loss of thinking ability (cognition).
This information is taken from the website
https://ghr.nim.nih.gov/condition/huntington-disea
5e.

According to Mosby's Textbook for Long-Term
Care Assistants, fourth edition, 2003. Page 144,
"Safety is a basic need. Nursing center rasidents
are at great risk for falls and other
accidents....You need to know the factors that
increase a person's risk of accidents and injury.
You also need to follow the persan's care plan.”

{F 309}| 483.25 PROVIDE CARE/SERVICES FOR {F 309}
8&=F| HIGHEST WELL BEING

Each resident must receive and the facility must
provide the necessary care and services to attain
or maintain the highest practicable physical,
mental, and psychosocial well-being, in
accordance with the comprehansive assessment
and plan of care.
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This Requirement is not met as evidenced by:
Surveyor; Sharkey, Linda

Based on observation, staff interview, facility
document revisw, clinical record review and in the
course of complaint investigation, it was
determined that the facility staff failed to promote
the highest level of well-being for three of 30
residents in the survey sample, Resident #114,
Resident #121 and Resident #115.

1. For Resident #114 facility staff failed to
complete a complete pain assessment when the
resident complained of unrelieved pain,

2. Facility staff failed to follow physician orders
during the administration of nasal spray for
Resident #121.

3. Resident # 115's blood sugars were not
completed as ordered by the physician on 5/7/16
and 5/8/16 at 9:00 p.m.

The findings include:

1. Resident#114 was admitted to the facility on
4/26/16 with diagnoses that included but were not
limited to: anxiety, dementia and bipolar disease*,

The most recent MDS (minimum data set), an
admission assessment, with an ARD
{assessment reference date} of 5/3/16 coded the
resident with a four out of 15 on the BIMS (brief
interview of mental status} indicating the resident
was severely impaired to make daily cognitive
decisions. The resident was coded as requiring

1. For resident #114, a pain lﬂ&&auh

assessment has been completed
resident has effective pain
management. Nasal spray for
resident #121 is being administerad
as ordered by MD. Resident #115

blood sugars are being completed as
per MD order.

2. Residents currently residing in the
facility have the potential to he
affected. A review will be conducted
for residents receiving pain
medications for the past 30 days to
ensure pain assessments were
completed and medication was
effective. Observations were made
for residents receiving nasal sprays
and no deficient practice noted. A
review of residents with orders for
blood sugar monitoring over past 30
days will be conducted for
completion as per MD order.
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assistance of one staff member for dressing. In
Section J0400 -- Pain frequency it was
documented that during the last five days in the
look back period that the resident had pain,
"frequently” and in Secticn JOS00 ~ Pain intensity
the resident rated the pain as an eight out of 10
with ten being the worst pain she could imagine.

Review of tha resident's care plan signed and
dated 5/2/16 documented in part, "4. Pzin.
Monitor pain. Administer pain medications as
ordered. Eliminate or reduce causative factors.”

Review of the doctor's orders dated, 4/28/16 it
was documented, "Acetaminophen (Tylencl) 325
mg (milligrams) 2 tabs (tablets) P.O. (by mouth)
twice a day. dx (diagnosis}: pain. Acetaminophen
325 mg 1tab P.O. Q (every) 6 hrs {hours) as
needed. dx: pain."

Review of the Resident's MAR {medication
administration record) documented,
"Acetaminophen 325 mg 2 tabs P,O. twice a day
do not exceed {4000 mg/24 hr) dx: pain.
Acetaminophen 325 mg 1 tab P.O. Q6Hrs as
needed. dx: pain.” The Tylencl was documented
as being given twice a day from 5/1/16 to 5/10/16.
The Tylencl as needed had been given cn four
occasions: 5/3/16 at 7:00 p.m.; 5/4/16 at 3:30
a.m.; &/5/16 at 7:50 a.m. and 5/7/46 at 3:30 p.m.
There was no Tylenol as needed given on
5/10/16.

Review of the Resident's every shift pain rating
documented that the resident had pain on:
B/2/16 -- pain rating of four an the 7:00 to 3:00
p.m. shift; 5/3/16 -- pain rating six on the 7:00 o
3:00 p.m. shift; 5/4/18 -- pain rating eight on the
7:00 10 3:00 p.m. shift; and 5/10/16 -- pain rating
five onthe 7:00 a.m. to 3:00 p.m. shift. The

3. In-servicing will be provided to
licensed staff by the DCS/designee
on following MD orders to include
blood glucose monitoring. b)
Licensed nurses will be in-serviced
On ensuring pain assessments are
completed including quality
descriptors prior o administering as
needed pain medications and
manitoring the effectiveness of the
pain medication ¢) in-servicing has
been provided by the DCS/designee
to the licensed nurses on safe
medication administration to include
notification of refusal and
explanation to MD for any treatment
not provided.

. Random weekly reviews will be
canducted for five (5) residents
weekly for three (3) months by the
DCS/designee for the following: a)
eNsuring pain assessments are
completed including quality
descriptors prior to administering as
needed pain medications and
manitoring the effectiveness of the
pain medication, b) safe medication
administration is being followed
during random medication
administration observations weekly
for 3 month to include blood glucose
testing, nasal sprays and insulin.
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remaining shifts rated the resident's pain as zero, . .
' 4, Results of the reviews will be
Review of Resident #114's pain flow sheet discussed by the
gollzun;{e?t?‘?{ --5/?/’:6. 3:30 SII; iite/ilo;:atig{a %f administrator/designee at the

ain. R (with a circle around it} ribs. intensity 6. .

< rformance

Madication/Dose. Tylenol 850 mg. Intensity after Quality Assurance P.e E
intervention. 0." Improvement meeting monthly for

three (3) months. The commitiee
Futther review of the clinical record for 5/2/18,

will recommend provisions to the
o 20 SO0 cid not evidence plan as indicated to sustain
documentation about follow up on the resident's ) X
pain rating or any further pain assessments or substantial compliance.
interventions.

Review of Resident #114's nurse's notes datad
5/10/18 and timed for 10:30 p.m. documented in
part, "Resident cfo (complained of) having left
side pain, resident hoiding left sids stating "my
side hurt bad." Resident received scheduled
Tylenol for pain, continues to complain (of pain +
hold left side. Left a message on MD (medical
doctor} answering service to call facility. At this
time awaiting MD response.” There was no
documentaticn that the pain was further
reassessed or managed,

Review of the physician's orders signed and
dated 5/11/16 &t 1:00 p.m. documented, "X-ray
Thoraco-lumbar Spine (arrow pointing to right}
Back Pain, Tramadol™* 25 mg po (by mcuth} BID
(twice a day} PRRN (as needed) Pain."

An observation of Resident #114 was made on
S/11/16 at 1:05 p.m. The resident was standing in
the hall with her right hand cver her left side and
she was rubbing her side. The resident
velunteered that she was having pain and that
she had had the pain since being admitted to the
facility. The resident stated, "l don't like taking
pain pills but { won't refuse them.”
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An interview was conducted on 5/11/16 at 4:08
p.m. with LPN (licensed practical nurse} #12.
When asked how resident's pain was assessed,
LPN #12 stated, "If they're varbal and able to
answer, that's how | would assess it If they ara
not verbal | check to see if it's sensory, | then give
the pain med (medication), if it's not effective | go
to the next step." When asked if Resident #1714
complained of pain, LPN #12 stated, "I'm not sure
it her pain is a physical pain or a psychological
pain. She has never expressed any pain when |
touch (her abdomen) it."

An interview was conducted on 5/11/16 at 4:14
p.m. with LPN #8. When asked how resident's
pain was assessed, LPN #8 stated, "Before | give
then pain medication | try to change their position
and make them comfortable. Onca | give them
pain medication and it's not working | call the
M.D. and tell them what we did." LPN #8 did not
verbalize that the resident was physically
rg-assessed.

An interview was conducted on 5/11/16 at 4:20
p.m. with LPN (licensed practical nurse) #11, the
nurse assigned to Resident #114's unit. When
asked how she assessed the residents for pain,
LPN #11 stated, "] will find out where the pain is
located, if the patient can tell me | ask them to
give me & one to ten pain rating or | look at the
body movement or expression.” When asked if
she had noticed any non-verbal expressions from
Resident #114, LPN #11 stated, "Once she was
rubbing her stomach.”" When asked if she
assessed the resident she stated she had not.

Atelephone interview was conducted on 5/11/15
at 5112 p.m. with LPN (Licensed Practical Nurse)
#15, the nurse who wrote the note on 5/10/16 at
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10:30 p.m. When asked to review how she
discovered that Resident #114 was having pain
and what she did from there, LPN #15 stated, "A
CNA came to me that the resident was having
pain. The pain's not new, she received har
scheduled Tylenol. | called the answering service
{for the doctor); | was awaiting his phone call.”
When asked if sha checked on the resident, LPN
#15 didn't respond. When asked if she had
passed on the infermation to the next shiff, LPFN
#15 stated, "No | didn't put it on the 24 hour
report, it's where | usually put it. | got busy and
forgot abeout it." LPN #15 then stated, that she
had worked 7:00 a.m. fo 11:00 p.m. that day and
the note was written at 10:30 a.m. not p.m. LPN
#15 then stated, "| did speak to (name of doctor)
around 6:00 p.m., He said he crdered an x-ray,
she has arthritis and didn't want fo do anything
else." When asked if it was usual to take that
many hours fc get a call back from a physician,
LPN #15 stated it did sometimes. LPN #15's
nurse's note was read again, LPN #15 stated, "I
wrote that? Well I'd have to see that note." At that
point in the conversation the telephcne call was
disconnected,

On 5/11/16 at 8:00 a.m. the nurse's notes for
5/10/16 were re-reviewed. It was documented on
the fime of 10:30 p.m. that the "p (for p.m.) was
crossed cut" and an "a {for a.m.)" was
decumented.

A revigw of the nurse's notes for 5/11/16
documented in par, "Late entry for 5/10/16 at
6:15 p (p.m.) writer spoke with MD in re;
{regarding) resident c/o having left side pain. MD
stated "resident is currently taking scheduled
tylencl and have breaking (sic) tylenol for pain, +
a xray done prior stating resident have
oseoarthritis (sic). No new orders at this fime. No
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further pain voiced."

An observation of Resident #114 was made on
5/12/16 at 8:00 a.m. by two other surveyors,
Resident #114 approached the surveyors and told
them she was in pain.

An observation of Resident #114 was made on
5/12/16 &t 2:21 a.m. The resident was standing in
the door way of her room. She was holding her
left side and stated, "It hurts, they (the facility
staff) said they're going to call the doctor”

Aninterview was conducted on 5/12/15 at 9:47
a.m. with LPN (licensed practical nurse) #5, the
nurse assigned to the unit that day. When asked
how she assessed a resident's pain, LPN #5
stated, "Sometimes they're demented, some of
them can tell you if they are in pain, if they look
uncomfortable l'll ask." Resident #114
approached LPN #5 at that time rubbing her left
side, "It hurts." LPN #5 stated, "It's still hurting?
We'll try something else. I'm gonna giva her, her
Tramadol*." LPN #5 stated, "l look at the facial
expression as well, | ask as well, if it's (the
answer) yes | see if they have a pain med
(medication) and give it. If not (no pain
medication ordered) | call the doctor. | go back
and ask them if they are feeling any better and
ask them to rate it (the pain). If they can'trate it |
go by facial expressions." When asked what she
thought of Resident #114's complaint of pain,
LPN #5 stated, "She's rubking it (her side) it's
clear she's hurting.”

An interview was conducted on 5/12/16 at 1:00
p.m. with LPN #8, When asked how a pain
assessment was made, LPN #8 stated, "If the
resident tells me they have pain, the first thing |
do is watch their facial expressions and ask on a
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scale of zero to ten what pain level they have with
ten being the highest. Then | give the pain
medication.” When asked if she reassessed the
resident's pain, LPN #8 stated, "l go back in 30
minutes to an hour and ask if it worked and what
was thelir pain level if they still had pain. I'd then
try something non-pharmacological, maybe
massage, talk with them, turn therm if they're
immobile.” When asked how would she would
assess a resident rubbing their abdomen, LPN #8
stated, "First I'd get their vital signs (blood
pressure, pulse, temperature and respirations)
cause you're messing with the abdomen thera. |
would palpate the abdomen, it could be their
appencdix. | would listen to their bowel sounds, if
they had bowel soungd in all four quadrants, |
would give them more pain medication and turn
them.”

On &/11/18 at 5:30 p.m. ASM (administrative staff
member} #1, the administrator and ASM #2, the
director of nursing were made aware of the
findings.

Review of the facility’s policy titled, "Pain
Management' documented in part, "Policy:
Management of pain is individualized for each
resident, Unrelieved pain has negative and
psychological consequences, including the
potential for threatening functional ability. The
same pain control measures used for residerts
who are able to communicate should be used for
resicents unable to communicate their pain due
to severe dementia, aphasia, or other causes.
Process: Perform a pain assessment using the
assessment form that is part of this protocol.
Whenever possible, obtain all information from
the resident. In some cases, use behavioral cues
to gather information. Evaluate possible
environmental positional or other case of pain.
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{i.e. cold, temperatures, annoying noises, or
uncomfortable position). Procedure: Whenever
the results of a pain assessment reveal that a
resident's pain is not under contral, the attending
physician should he notified....”

No further information was provided prior to exit.

2. Resident #121 was admitted to the facility on
217114 with diagnoses that included but were not
limited to high blood pressure, muscle weakness,
epilepsy, and heart failure. Resident #121's most
recent MDS (Minimum Data Set) was a quartarly
assessment with an ARD (Assessment
Reference Date} of 4/5/2018. Resident #121 was
coded as being cognitively intact in the ability to
make daily decisions scoring 12 out of 15 on the
BIMS {Brief Interview for Mental Status) exam.
Resident #121 was coded as requiring
supervision with all ADLS {Activities of Daily
Living}.

On 5/10/1€ at 4:22 p.m., medication

ad ministration observation was conducted with
LPN {licensed practical nurse} #2, At 423 p.m,,
LPN #2 prepared the following medications for
Resident #121:

(1} Ocean nasal spray 0.65% solutions. {Saline
nasal spray used to relieve congestion during a
cold or nasal dryness inside the nasal passage.}

At 4:23 p.m., LPN #2 was observed to instill one
spray into each nostril for Resident #121.

Review of Resident #121's POS {Physician Ordar
Sheet) dated 5/1/186 through 5/31/16 revealed the
following order: "Sea Soft 0.65%
SPRAY...CCEAN NASAL SPRAY INSTILL 2
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SPRAYS INTC BOTH NOSTRILS FOUR TIMES
CAILY."

On 5/10/16 at 4:58 p.m., LPN #2 approached this
surveyor and stated, "How did | do?" When
shared the abcove cbservation she stated, "Ch
ok” She stated she did not realize that she only
administered one drop.

On 5/11/16 at 1:45 p.m., an interview was
conducted with LPN # 3, When asked the
process of administering medications to prevent
error she stated, "Follow the five rights of
medication administration. You should also check
the medications with what is listed on the MAR
(Medication Administration Record) and then
again while you pop each medication into the
cup.”

On 5/11/16 at 1:51 p.m., an inferview was
conducied with LPN #18, the unit manager.
When asked the process of administering
medication {o prevent errcr she stated, "Follow
the five rights of medication administration and
check each medication card with the MAR and
then again &s you give the medications.”

On 5/12/16 &t 2:54 p.m., ASM #2, the DON
{Directer of Nursing) was made aware of the
above cbhservations.

Facility palicy titled, "Medications-Cral
Administraticn of,” documents in part, the
following: "...Compare unit/dose of medication on
MAR. Read label ©n the container THREE (3)
TIMES: BEFORE REMCVING the drug from the
drawer; before handling the drug to the resident;
and before discarding the package.”

The following information is provided in Basic
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Nursing, Essentials for Practice, 6th edition
(Potter and Perry, 2007, pages 349-360) was
used as a reference for medication
administration. A medication order is required for
you to administer any medication to a patient.
Ornce you receive and process a medication,
place the physician's or health care provider's
complete order on the appropriate medication
form, the MAR. The MAR includes the patient's
name, room, and bed number, as well as the
names, dosages, frequencies, and routes of
administration for each medication. When
franscribing orders, ensure the names of
medications, dosages, routes, and times are
legible. The nurse checks all orders for accuracy
and thoroughness. When orders are transcribed,
ihe same information needs to be checked again
by the nurse. Itis essential that you verify the
accuracy of every medication you give to the
patient with the patient's orders. To ensure safe
medicaiion administration, be aware of the six
rights of medication administration.

1 The right medication

2. Theright dose

3. The right patient

4. The right route

5. The right time

6. The right documentation

No further information was presented prior to exit.

(1) This information was obtained from
hitps://Avww.nim.nih.gov/medlineplusiency/ariiclef
0030489, htm,

3. Resident #115 was admitted to the facility on
4/26/11 with diagnoses that included, but were
not limited fo: cancer, cirrhosis, hepatitis C,
diabetes, hypertension, and gastroesophageal
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reflux disease.

The most recent MDS (minimum data set)
assessment was an annual assessment with an
ARD (assessment reference date} of 2/8/18,
Resident # 115 was coded as scoring 15 out of a
passible 15 on the Brief Interview for Mental
Status (BIMS) in Section C, Caognitive Patterns,
indicating the resident was cognitively intact

Review of the clinical record revealed a physician
order originally dated 2/1/16 and most recently
signed by the physician on 4/1/18 dacumented:
"CHECK BLOOD SUGAR AT BEDTIME CALL
MD <80 (less than 80) OR > 450 (greater thar
450)"

Review of Residert # 115's care plan
implemented on 2/17/16 documented, under
"Focus Category: Metabolic, Facus; The Resident
is at Risk for Metabolic Complications Etiologies:
Diabetes” Under "Goal; Resident will be free of
signs or symptoms of Hypoglycemia or
Hyperglycemia” Under "Approaches &
Interventions: Monitor for /8 (signs/symptoms)
of hypo or hyperglycemia; Blood Glucose levels
as orderedfindicated”

Review of the MAR (medication adminisiration
record) for May 2015 revealed no documentation
that Resident# 115's blood sugar was checked
on 5/7/18 & 5/8/16 at 9:00 p.m.

During an interview on 5/11/16 at 3:45 p.m. with
LPN (licensed practical nurse) # 2 the blanks for
5/7116 and 5/8/16 at 9:00 p.m. on Resident #
115's MAR were reviewed. LPN # 2 stated, "If
there were blanks then it wasn't done.”

On 5/11/15 at 5:15 p.m. an attempt was made to

{F 309}
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speakto LPN # 4, the nurse identified as being
respensible for the blanks on Resident# 115's
MAR. This attempt was unsuccessful.

During an interview on 5/12/16 at 8:45 a.m. with
RN {registered nurse) # 3, a unit manager, the
blanks for 5/7/16 and 5/8/16 at 9:00 p.m. on
Resident # 115's MAR were reviewed. RN #3
stated that the nurse should have put something
in there - so there is no proof that the blood
sugars were done. If there had been a problem
one should have written a nurses note or made a
nctation cn the back of the MAR. RN # 3 was
askad if there is anywhere else in the clinical
record where blood sugars might be recorded
and RN £ 3 revealed that there was not.

During an interview on 5/12/16 at 9:50 a.m. with
ASM (administrative staff member) # 1, the
administrator, this concern was shared and any
facility policies related to this issue were
requested.

During an intarview on 5/12/186 at 10:20 a.m. with
ASM# 3, the assistant director of nurses, ASM #
3 reported that she {ASM # 3) could find no
documentation that Resident # 115's blood
sugars were done on 5/7/16 and 5/BM6 a2t 9:00
p.m.

Review of the facility policy: "Physician Orders"
Under "Policy: A Clinical Nurse shall transcribe
and review all physician crders to effect (sic) their
implementation."

Nc further information was provided prior to exit.
In Fundamentals of Nursing, 6th edition, 2005,

Patricia A. Potter and Anne Griffin Perry, Mcsby,
Inc; Page 419: "The physician is responsible for
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clients."

to those health problems."

558=D; RESTCORE BLADDER

function as possible.

survey sample, Resident #107.

directing medical treatment. Nurses are
obligated to follow physician's orders unless they
believe the orders are in error or would harm

Potter and Perry's Fundamentals of Nursing, 7th
edition, documents the following information on
page 245 "Nursing assessment involves the
collection and verification of data and the analysis
of all data to establish a database about a client's
perceived needs, health problems and responses

F 315| 483.25(d) NO CATHETER, PREVENT UTI,

Based on the resident's comprehensive
assessment, the facility must ensure that a
resident who enters the facility without an
indwelling catheter is not catheterized unless the
resident's clinical condition demonstrates that
catheterization was necessary; and a resident
who is incontinent of bladder receives appropriate
treatment and services to prevent urinary tract
infections and to restore as much normal bladder

This Requirement is not met as evidenced by:
Based on observation, staff interview, facility
document review, and clinical record review, it
was determined that the facility staff failed to
provide care for a Foley catheter* in a manner to
prevent infection for one of 30 residents in the

The facility staff failed to keep Resident #107's
Foley catheter collection bag and tubing off the

{F 309}

F 315

1. Resident #107 Foley catheter
collection bag is off the floor.

2. Residents that reside in the facility
with a Foley catheters have the
potential to be affected.
Observations of other residents with
Foley catheter collection bags did
not reveal any that were touching
the floor.

3. In-servicing will be provided to
the nursing staff by the
DCS/designee on the proper care of
a Foley catheter to prevent
infection. Random weekly reviews
will be conducted for residents with
Foley catheters to ensure infection
control practices are being
implemented by no catheter
collection bags touching the floor.
The review will be conducted weekly

AW

floor.
for three (3) months by the
The findings include: DCS/designee.
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Resident #107 was admitted to the facility on
11/1/10 and most recenily readmitied on 4/15/16
with diagnoses including, but not limited to: end
stage renal disease requiring dialysis, intellectual
disability, disbeies, glaucoma, testicular cancer
and blindness. On the most recent MDS3
{minimum dzata set), a 14-day Medicare
assessment with ARD (assessment reference
date) 4/18/16, Resident #107 was coded as being
severely cognitively impaired for making daily
decisions, having scored four out of 15 on the
BIMS (Brief Interview for Mental Status). He was
coded as having an indwelling catheter.

On 5/10/18 at 12:30 p.m. and 3:25 p.m., and an
5/12/16 at 7:55 a.m., Resideni #107 was
observed lying in his bed with the blanket pulled
over his head. At each observation, the catheter
drainage bag and part of the catheter tubing were
touching the floor.

A review of the physician's orders revealed, in
part, the following order, written 5/1/16; “Foley
cath {catheter) 16 Fr {16 French - denotes size of
catheter) for urinary retention. Foley catheter
care g shift (each shift).”

A review of the comprehensive care plan for
Resident #107 dated 2/2/16 and updated on
5/9/16 revealed, in part, the following: "The
resident has altered bladder elimination...cath
{catheter care) as ordered and prn (as needed).”

On 5/12/16 at 8:55 a.m., LPN {licensed practical
nurse) #7 was interviewed regarding Resident
#7's catheter drainage bag and tubing touching
the floor. She stated: "lf needs to be picked up.
The bag and the bagging need to be changed. It
should not be dragging the floor.” When asked
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4. Results of the reviews will be
discussed by the
administrator/designee at the
Quality Assurance Performance
Improvement meeting monthly for
three {3) months. The committee
will recommend provisions to the
plan as indicated to sustain
substantial compliance.
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why these items should not be in contact with the
floor, she stated: "It is infection control. These
residents are already prone io infection. The bag
and tubing should not ba in contact with the dirty
floor.”

On 5/12/16 at 9:00 a.m., CNA (certified nursing
assistani) #3 was asked what she would do if she
enhtered a room and observed a resident's
catheter drainage bag and catheter tubing in
contact with the floor. She stated: "It can't be on
the floor. | would go get the nurse because it
can't be on the floor. It's an infection control
thing."

On 5/12/16 at 3:10 p.m., ASM #1, the
adminisiraior, ASM#2, the director of nursing,
ASM #3, the assistant director of nursing, ASM
#4, the corporate consuliant, and ASM £5, the
corporate MDS consultant, were informed of
these concerns,

A review of the facility policy entitled
"Catheterization, Male and Femalz Urinary”
revealed, in part, the following: "Tubing must be
off of the floor at all fimes.”

No further information was provided prior to exit.

*A soft, plastic or rubber tube that is inserted into
the bladder to drain the urine.” This information
is taken from the website .
http:/Awww . nlm. nih.gov/imedlineplus/ency/article/0
03581.htm

According to Fundamentals of Nursing, Lippincott
Williams and Wilkins Eighth Edition 2008,
Lippincott Company, page 757, tiled Renal and
Urinary Disorders, under the heading
"Management of 2 Patient with an Indwelling
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Catheter and Closed Drainage System" the
subheading: "Maintaining a closed drainage
system: 2. Maintain an unobstructed urine flow.
k. Urine should not be allowed to collect in tubing
because free flow of urine must be maintained to
prevent urinary tract infection. Improper drainage
occurs when the tubing is kinked or twisted,
allowing pocls of urine to collect in the tubing. c.
Keep the bag off the ficor to prevent bactarial
contamination."

483.25{(nh) FREE OF ACCIDENT
HAZARDS/SUPERVISION/DEVICES

The facility must ensure that the resident
environment remains as free of accident hazards
as is possible; and each resident receives
adequate supervision and assistance devices to
prevent accidents.

This Reguirement is nct met as evidenced by:
Based on cbservation, staff interview, facility
document review and clinical record review, it
was determined that the facility staff failed to
provide a safe environment for two of 30
residents in the survey sample, Residents #104
and #118,

1, The facility staff failed to provide supervision
for Resident #104 according to his care plan. His
care plan provided for 1:1 {cne on cne)
supervision. However, on 5/11/16, Resident #104
was left unsupervised and wandered into other
residents' rooms muttiple times.

F315

{F 323} 1. Resident #104 is no longer on 1:1  [l}2%1¢0
supervision. Resident #116 no longer
resides in the facility. No adverse
reactions were noted to resident
#104 or #116.

2. Residents residing in the facility
have the potential to be affected by
failure to implement safety
protocols. No residents are on 1:1
supervision currently. No reports of
residents being threatened by other
residents.

3. Facility staff will be in-serviced on
proper process for 1:1 supervision
by DCS/designee. In-servicing has
been provided to current employees
by Administration on investigating
abuse allegations. All facility
reportable incidents will be audited
by Administrator/designee x 3
months to ensure investigation was
completed and resident is free from

2. The facility staff failed to provide a safe harm.
environment for Resident #1186 after his
rocmmate {Resident #130) threatened to harm
FORM CMS-2567(02-99) Previous Versions Obsolete JAWFi2 If continuation sheet Page 102 of 153



DEPARTMENT OF HEALTH AND HEUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Prinied:  05/26/2016
FORM APPROVED

hirm.
The findings include:

1. Resideni #104 was admitied to the faciiity on
9/9/15 and most recently readmitted on 1/16/16
with diagnoses including, but not limited to:
Huntingten disease®, difficuity swallowing,
dementia, and psychosis, Onthe most recent
MDS {minimum datz sef), a quartarly assessment
wiih ARD (assessment reference date} 4/26/16,
Resident #104 was coded as having both shert
term and leng term memeory difficulties, and as
being severely cognitively impaired for making
daily decisions., He was coded as requiring
supervision of staff for walking in his room and on
the unit. He was coded as being unsieady but
able tc stabilize without siaff assistance for
walking and fuming arcund and facing the
opposite direction while walking. He was coded
as having had one fali with no injury during the
look back period. He was coded as having
exhibifed no behaviors during the look back
pericd.

On 5/11/16 at approximately 7:30 a.m., Resident
#104 was ohserved walking down the hali of his
unit without 1:1 supervision by facility staff. He
stopped in the middie of the hail and undressed.
He was assisted by a faciity staff member io put
clothes back on within approximately 90 seconds.

On 5/11/16 between 7:50 a.m. and 7:55 a.m.,
Resident #104 was observed walking down the
hall of his unit without evidence of 1:1 supervision
by facility staff. He entered and exiiad multiple
rcoms of cther residents during this time, as weli
as entering and exifing the activity room.

On 5/11/15 at 8:00 a.m., Resident #104 was
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4. Results of the reviews will be
discussed by the
administrator/designee at the
Quality Assurance Performance
Improvement meeting monthly for
three (3) months. The committea
will recommend provisions to the
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observed walking in the unit hallway
unsupervised, He attempted to enter another
resident's room. The surveyor cbserved
Resident #104 being pushed out the doorway.

On 511/18 at 8:07 a.m., Resident #104 was
joined in his walk by CNA (certified rursing
assistant) #2. She stated to another staff
member. "I'm one on one with him today. You
are need going to need to find somebody else to
sit in the dining room with everyone else.

On 51116 at 8:25 a.m., Resident #104 was
obsserved walking in the unit hall. CNA#2, who
had been walking approximately 15 feet behind
the resident, stopped at the medication cart to
speak to ancther staif member. Resident #104
continued walking unsupervised down the hall,
and attempted to enter the room from which he
had been pushed earlier. He successfully
opened the door to the room and entered, clesing
the door behind him. In approximately 80
seconds, CNA #2 began to search for Resident
#104. She discovered him in the other room, and
led him out of the room, closing the door behind
her.

A review of Resident #104's clinical record
revealed the following nurses’ notes:

- "3/21/18 - 3-11 (evening shift) - Resident very
agitated this shift, several attempts on redirecting
resident but was unsuccessful.”

- "417/16 - 7-3 (day shift) - Resisting and refusing
care and difficulty with redirecting. Resident
throws/sits on floor without injury when
redirecting.”

- "4/19/16 - 3:15 p.m. - Resident status change
from 1:1to g 15 min (every 15 minute) safety
checks. Will monitor need to either continue
safety checks or return to 1:1 or d/c (discontinue)

{F 323}
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safety checks."

-"4/19/16 - 4 p.m. - Resident was increasingly
agitated. Unable fo redirect by 1:1...Redirected
out of others rooms."

- "4/22/16 - 1:00 p.m. - RP (responsible party}
was called. Left message to call facility
cencerning incident that involved [Resident #104)
and another resident. "

-"4/22/16 - 11:30 a.m, [late entry] - Resident
walking thru (sic} halls disrobing and resistant to
help. Resident combative upon approach when
redirected from going into other resident's room.
Residert laid {sic} in an unoccupied bed,
redirected, however combative "

A review of physician progress notes revealed a
note written on 4/19/16 by the ASM
{administrative staff member} #8, the medical
director. Review of this note revealed, in part, the
following: "The pafient is a longtem resident of
this facility, patient of [name of primary care
physician]. He carries tihe diagnosis of
Huntington chorea and behavior issues. .| was
asked [by the primary care physician] to
review...Per staff, he paces around. He goes fo
other patient's rcom...Assessment and plan:
Huntingten chorea with dementia and behavior
issues...Cortinue one-or-one sitter at the
mement for fall precautions.”

A review of the nurse tech information kardex
available tc all staff for Resident #104 revealed a
box checked beside the word "Other" under the
category of safety. Beside this was written "1:1."

A review of the comprehensive care plan for
Resident #104 dated 11/9/15 and most recently
updated on 4/22/16 revealed, in part, the
following: "Poteritial for impaired or inappropriate
behavicrs...as evidenced by violence fo others,
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noncompliance with care or treatment regime,
ineffective impulse control, wandering, aggressive
behavior towards others, unsafe behaviors -
runting in hall, ambulating without assistance,
gets into bed with other residents...increase 1:1
monitoring as needed.”

On 5/11/16 at 7.05 a.m., CNA #4 was interviewed
regarding supervision Resident #104 should be
receiving. She stated; "Most of the time, he has
a onhe on one with him, even at night.” When
asked why he requires 1:1 supervision, she
stated: "His biggest thing is getting into other
people's beds.” She stated he falls easily and he
“agitates other residents.” When asked how she
knows a regsident requires 1:1 supervision, she
stated she looks on the kardex.

On 5/11/18 at 7:10 am., CNA #20 was
interviewed regarding supervision Resident #104
should be receiving. She stated: "He is one on
ong.” She stated he requires 1:1 supervision
"hecause he walks around, takes his clothes off
and goes into other residents’ rooms.”

On 5/11/16 at 1:00 p.m., LPN (licensed practical
nurse) #11, the nurse taking care of Resident
#104 on 5/11/186. When asked what kind of
supervision he should be receiving, she stated: *
think he is one on one. | have never werked on
this unit before today. | work for an agency - not
the facility.” When asked how she becomes
aware of what sort of supervision a resident
requires, she stated: "l gat report from the night
nurse, or the schedule or assignment sheet
should have it.” When asked why Resident #104
was on 1:1supervision precautions, she stated;
"Behaviors. It might also be for safety.” When
asked the goals for 1:1 supervision for Resident
#104, she stated: "To monitor what a resident is
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doing - 50 we will know exactly what is going on.
it also could be to prevent his falls. You want to
try to keep him safe from other residents, and to
prevent an event with another resident.”

On 5/11/16 at 1:30 p.m., ASM #B8 was interviewed
regarding 1:1 supervision for residents. He
stated: "They may be wandering, They may bs a
fall risk. They may hit someona or be hit, You
want to maks sure they don't fall, so they don't hit
someone, so they are not hit." When shown the
above-referenced note and asked what he
intended by one on one supearvision he wrots in
the note, he stated: "Close observation. He
needs to be observed in front of your eyes. I{he
leaves the room, he needs to be supervised,
pbserved." He stated the resident needed to
have someone watching him. He stated another
term for the 1:1 supervision would be "close
observation."

Cn 5/11/16 at 1:45 p.m., RN {registered nurse)
#1, the manager for Resident #104's unit, was
interviewed regarding the process for assessing a
resident's safety needs. She stated the staff
needs to know how residents are walking, if they
are able to safely use a wheelchair, or if they ars
appropriately placed in the facility's dementia unit.
When asked who determines what a resident
needs regarding safety, she stated:; "Either the
people at the morning meeting, or, ifitis an
immediate need, the staff implements something
right away and informs the team at the next
morning meeting." When asked if she attends
the morning meeting as a unit manager, she
stated: "l just started going to them this week."
When asked what 1:1 supervision means for
rasidents, she stated the 1:1 staff member should
be within arm's reach of the resident at alt times.
When asked how this is communicated, she
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figure out wh

or, ifitis an ongoing nead, the 1:1 staff
assignment is documented on the unit
assignment sheet. She stated Resident #104
should currently have a 1:1 staff assignment.

for him period. He should always have one on

supervision, she stated: "We put him on one on
one fo protect him from others. He goes into
different residents' rooms. He has been one on
one for a long time."

On 5/11/16 at 2:55 p.m., CNA #2 was interviewed
regarding her care for Resident #104 that day.
She stated she had arrived at work at 7:00 a.m,
She stated she was originally scheduled to care

resicients) for that shift. Then she was assigned
to 1:1 care for Resident #104. Then she was
assigned back to the original eight residents
towards the end of her shift. When asked what

#104, she stated: "It was between 800 (a.m.)
and 8:30 (a.m.). | saw he didn't have anybody

stated from the time she arrived until she took

On 5/11/16 at 2:35 p.m., ASM #2, the director of

assessment of residents' safety needs. She
stated: "We have to look at the whole person - at

person.” She stated the nurse who originally
admits a resident is responsible for the initial
safety assessment and the unit managers,

rom page 107 {F 323
forms staff after a morning meeting,

the care plan for Resident #104 she
means that we increase monitoring

asked why the resident needed 1-1

in four rooms of the unit {eight

an her 1:1 assignment with Resident
asked if | could he his sitter." She
him between 8:00 a.m. and 8:30
dent was unsupsrvised,

nterviewsd regarding the

0ses, observations. We have to
at the resident needs as a whole
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moming meeting staff, and floor staff are
responsible for providing ongoing assessments
and implementing new intervertions if needed.
She stated 1:1 supervision did not require a
physician's order, and could be started as &
nursing intervention. When asked the protocol
for 1:1 supervision, she stated: "You need io be
in sight of that resident, You should be ahle to
visualize what that resident is doing." When
asked if 1:1 staff needed io be within arm's reach
of a resident, she stated: "It depends on the
resident. If you don't trust them, if the need is
there, then that's what you'd do." She stated
when CNAs (certified nursing assistants) are
placed 1:1 with residents, "they are close enough
to intervene." When asked specifically about the
safety needs for Resident #104, she stated: "He
was on one on one. | don't think he's on it now. |
think [ASM #1, the execuiive direcior] made that
decision. He reviewed all the one on ones and
discontinued it."

On 5/11/18 at 3:10 p.m., ASM #1 was interviewed
regarding his involvement in making decisions
regarding 1:1 supervision for residents, He
stated: "It was a while back. We had two or
three people on one on one. | am not a nurse,
but | told them we need to assess the need. |
talked with [ASM #2]. | told them we needed to
try it for a day, see how itgoes, If we need if, we
needit. If we don't we don't." He stated within 24
hours, it was clear that Resident #104 needed the
1:1 supervision. "The next day, within 24 hours,
he had another FRI {facility reported incident). It
was clear he needed i." When asked if he knew
whether Resident #104 was currently care
planned for 1:1 supervision, he stated: "Yes, As
far as | know. Fornow." When asked why, he
stated: "Because of his aggression. He gets into
everything."

{F 323}
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On 5/11/16 at 5:50 p.m., ASM #1, ASM #2, ASM
#3, the assistant director of nursing, and ASM #4,
the regicnal consuitant, were informed of these
cencerns. Policies regarding behavior
management and resident safely were requested.

A review of the faciiity policy entitled "Behavior
Mecnitering” revealed, in part, the following:
*Residents demonstrating behaviors that place
the resident at risk, or interfere with care or other
residents will be monitored and interventions
initiated as an individualized approach to
minimizing behavior...Residents with active
behavicrs that place the resident at risk interfere
with care, or compromise the guality of care or
quality of iife will be reviewed by the
interdisciplinary team on a reguiarly scheduled
time...Interdisciplinary team will review behaviors,
causative factors/triagers and/cr root cause to
determine individualized interventions tc minimize
or eliminate the targeted behavicrs. Resident’s
plan of care will be updated as needed.”

No further information was requested prior te exit.
*"Huntington disease is a progressive brain
<fart/large/side-view-of-brain.jpeg> disorder that
causes unconirolied mevements, emotional
problems, and loss of thinking ability {cognition).
This informaticn is taken from the website
https:/fahr.nim.nih.govlicondition/huntingten-disea
se.

2. Resident #1186 was admitted to the facility on
513116 with diagnoses inciuding, but not limited to:
schizophrenia, dementia, high blocd pressure,
and depression. On Resident #116's admissicn
nursing assessment dated 5/3/15, he was coded
as having both shert term and long term memeory
problems. He was coded as having a history of
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depression, but was coded as not having any
behaviors. He was coded as having an alteration
in safety awareness due to cognitive decline.

Resident #130 was admitied to the facility on
10/10/13 and most recently readmitted on
11/21/14 with diagnoses including, but not limited
to: chronic obstruciive pulmonary disease,
epilepsy, heart failure, agiiation 2nd history of a
siroke. On the most recent MDS (minimum data
set), a quarterly assessment with (ARD}
assessment reference date 3/10/16, Resident
#130 was coded as having moderate cognitive
impairment for making daily decisions, having
scored eight out of 15 on the BIMS (brief
interview for mental status), He was coded as
having exhibited no behaviors during the look
back peripd.

Cn the following dates and times during the
survey, Residents #1186 and #130 were observed
in the same room: 5/10/16 ai 3:15 p.m.; 5/11/16
at 7:40 am. and 5:15 p.m. On 5/12/16 at 8:10
a.m., Resident #1186 was observed fo have been
moved to a different room.

A review of the clinical record for Resident #1168
revealed the following nurse's note, dated 5/9/16
at 7:30 p.m. and writien by LPN (licensed
practical nurse) #11: “"Charge nurse on middle
hall giving oui medication. Called to Front Hall
[wing number] by other residents. Resident noted
on floorin hallway. Denies pain or discomfort.
[Names of other residents] state they didn't see
him fall bui they heard him hit the floor. Resident
extremely confused wandering and fumbling
around in the room {o the poin the roommate is
upset and threating (sic). MD (physician) called
and made aware of fall. Requesi b/p (blood
pressura}to be rechecked. BP 132/80...Call
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placed to MD. Awaiting return call @ (at) this
time'll

A review of the Admission Care Plan for Resident
#116 dated 5/2/16 listed the following
interventions under the heading
"Falls/Safety/Elopement Risks": Orthostatic
hypotension precautions (to prevent low blood
pressure when quickly sitting or standing up,
ambulation devices as necessary, assess
cognitive status as ability to ask for assistance,
assess resident footwear for fit and non-skid
soles, encourage activity, safety checks,
orthostatic BF (blood pressure) checks.

Further review of the clinical record revealed no
further evidence that the facility staff addressed
Resident #130's threats to Resident #1186, or
assessed Resident #116 for safety needs. The
record revealed no evidence that Resident #116
was protected from further threats or harm from
Resident #130.

Cn 5/1116 at 3:55 p.m., LPN (licensed practical
nurse) #2 was interviewed regarding the
procedure to be followed when one resident
threatens another resident. She stated: "That
could he considered abuse.” She stated the
residents are separated, and the staff should try
to determine the cause of the conflict. She stated
one of the residents should be assigned to
another room in the facility. She stated the social
worker would be informed of the incident at the
next day's morning meeting of the
interdisciplinary team.

Cn 8/11/16 at 4:00 p.m., OSM (other staff
member) #7, the social worker, was interviewed
regarding the procedure to be followed when one
resident threatens another resident. She stated

{F 323}
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the residents should be immediately separated,
and the safety of the resident who has been
threatened should be ensured. She stated ifthe
incident happens during a weekday, she would ba
notified immediately by the floor stzff. She stated
if the incident happened after hours, she would
be told at the next morning meeting. She stated
once she was informed of the incident, she would
immediately go to interview both residents, and
make sure a permanent room change had
already been made. She sajd she would attemnpt
to facilitate that room change if the incident
occurred during office hours on a week day.
When shown the above referenced nurse's note
regarding the threat made by Resident#130 to
Resident #1186, she stated: | was not aware of
that. | will go ahead and make sure they are
separaied.”

On 511116 at 5:50 p.m., ASM (adminisirative
staff member) #3, the assistant director of
nursing, was interviewad regarding the above
referenced nurse's note. She was asked to
provide the surveyor with an incident report and
investigation regarding the threat Resident #130
made to Resident#116. She stated she did not
have any further documentation regarding this
incident. She stated she was aware the nurse
working the floor when the incident occurred
separated the residents immediately, and kept
Resident #1186 at the nurse's station until
Resident #130 had gone to sleep. She stated
when Resident #130 went to sleep, the facility
stafi assisted Resident #116 back into his bed (in
the same room as Resident #130}.

On 5/11/16 at 6:10 p.m., LPN #11 was

interviewed about the above referenced incident.
She stated she was initially focused on Resident
#116's fall and on assessing him for any injuries.
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She stated her assessment revealed no apparent
injuries for Resident #116. She stated Resident
#116 was being "very loud and unsteady” in his
room, and Resident #130 said; "If you can't make
him sit his [expletive] down, | will make him sit it
down" She stated she put Resident#116in a
wheelchair and took him to sit at the nurse's
station for the duration of the shift. She stated
Resident #130 went to sleep, and she assisted
Resident #116 back to his bed at that time. She
stated she told the supervisor about this, and the
supervisor told her to make sure the residents
were separated and monitored to make sure
there were no other incidents. When asked if she
recorded any of this information in the clinical
record, she stated: "No, | didn't. | know | should
have." When asked if sha took any action to
notify the social worker, she stated: "No, | did
not." She stated she notified the unit manager of
what happenad when she returned to work the
next morning.

On 5/12/16 at 8:25, LPN #9, the unit manager,
was interviewed regarding what she would do if
she was notified of a resident threatening another
resident. She stated the residents should be
separated for safety. She stated she would alert
the director of nursing. VWhen asked if she would
document any of her actions, she stated she
would write a nurse's note about what happened
and about any action she took. She stated the
doctor and the RP {responsikle party} should also
be notified. When asked if she was told about an
incident between Resident #116 and #130, she
stated: "l didn't hear exactly what was said. |
was just told they were arguing. | told the nurse
we need to get them moved." YWhen asked if this
information was shared in the morning meeting at
any point, she stated: "l brought the chart to the
‘moming meeting on [the day following the
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incident] (5/10/16}." She stated: "There
absolutely should have been an investigation.”
She stated she could not recall exactly what she
had shared cr what had been discussad at the
morning meeting on 5/10/18,

On 5/12116 at 8:40 am., LPN #10, the evening
supervisor on 5/9/16, was interviewed regarding
the process to be followed when a resident was
threatened by a roommate. She stated: "If it was
an aciual threat, | would separate them and notify
my boss. |wouid get witness statements from
anyone who saw or heard anything, whether it
was staff or residents." When asked how she
determined a threat was an "acival" one, she
stated: “An actual threat would be if 2 patient
said they would hurt somecne or had acivally hurt
someone." When asked about the above
referenced incident between Resident #1168 and
Resident #130, she sfated: "It was not brought to
me as a threat." She said ancther staff member
had told her Resident #130 had made &
statement and we needed to de something about
Resident #116 falling all over the place." She
stated her concern was much more about the
resident's unsteadiness and risk for falls. 3he
stated & CNA {ceriified nursing assistant) sat with
Resident #116 the remainder of the night shift to
make sure he was safe. She stated: "We kept
him safe all night. We monitored him all night."
She stated if she had been told exactly what
Resident #130 had said, she would have moved
Resident #116 {o a different room. VWhen asked if
she passed on any information about this incident
o the next shift, she stated: " would have
passed it on myself. It was not on the 24-hour
report. | should have put it on there," When
asked if the incident should have been
investigated as an incident of abuse, she stated:
"Yes. Yes it shovid have. If | had known what
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really happenad, | would have.”

On5/11/16 at 5:50 p.m., ASM #1, ASM #2, ASM
#3, the assistant director of nursing, and ASM #4,
the regional consultant, were informed of these
concerns. Policies regarding resident
safety/protection from abuse wers requested.

A review of the facility policy entitled "Resident
Abuse" revealed, in part, the following: "An
abusive act is any act or omission, which may
cause or causes actual physical, psychological or
emotional harm or injury to a resident...Any action
that may cause or causes aciual physical,
psychological or emotional harm, which is not
caused by simple negligence, constitutes
abuse...All reported events {bruises, skin tears,
falls, inappropriate or abusive behaviors) will be
investigated by the Director of Clinical
Services...Any employee who withesses or who
has knowledge of an act of abuse or an allegation
of abuse to a resident is obligated to report such
information immediately to their supervisor."

No further information was provided prior to exit.

F 328 483.25(k) TREATMENT/CARE FOR SPECIAL
55=p| NEEDS

The facility must ensure that residents receive
proper treatment and care for the following
special services:

Injections;

Parenteral and enteral fluids;

Colostomy, ureterostomy, or lleostomy care;
Tracheostomy care;

Tracheal suctioning:

Respiratory care;

Foot care: and

Prostheses.

{F 323}

F 328

1.Resident #109 is having oxygen
therapy administered by qualified
personnel.

2.Residents that reside in the facility
with oxygen have the potential to be
affected. DCS/designee will
complete an audit of residents with
orders for oxygen to ensure
administration is provided by
licensed personnel.

blaalp
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This Requirement is not met as evidenced by:
Based on observation, staff interview, facility
decument review and clinical record review it was
determined that facility staff failed to safely
administer bxygen for one of 30 residents in the
survey sample; Resident #109,

Facility staff failed to safely administer Dxygen to
Resident #109 when his CNA turned on the
oxygen concentrator at a rate of 2 LPM (Liters
Per Minute).

The findings include:

Resident #1090 was admitted to the facility on
8/12/15 with diagnoses that included but were not
limited %o heart failure, fracture of left femur,
major depressive disorder, high cholesterol,
dementia with behavioral disturbance and (1)
COPD (Chronic Obstructive Pulmonary Disease-
a progressive disease that makes it hard to
breathe). Resident# 109's most recent MDS
(Minimum Data Set) was a quarterly assessment
with an ARD (Assessment Reference Date) of
2/19/16. Resident #109 was coded as being
moderately impaired in cognitive status scoring 7
out of 15 on the BIMS (Brief Interview for Mental
Status) exam. Resident #108 was coded as
being totally dependent on staff with transfers,
lccomotion, foileting, perscnal hygiene and
bathing; and extensive assistance with eating.

On 5/40/16 at 12:15 p.m., tour of the facility was
conducted. At 12:50 p.m., Resident #108 was
pbserved siting up in bed. His nursing aide was
right beside the bed feeding him lunch. Resident
#1009 was observed wearing a nasal cannula that
was hooked Up to an oxygen concentrater. The
concentrator was off. When CNA #18 (certified

F 328

3.DCS/designee will in-service
nursing staff on safe administration
of oxygen. Random audits will be
compteted weekly x 3 months by
DCS/designee to ensure oxygen
therapy is being provided as ordered
by qualified personnel.

4. Results of the reviews will be
discussed by the
administrator/designee at the
Quatity Assurance Performance
Improvement meeting monthly for
three (3) months. The committee
will recommend provisions to the
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nursing assistant), was asked where Rasident
#109's oxygen was hooked up to she stated, "Oh,
it isnoteven on." CNA#18 then flipped on the
oxygen concentrator switch that automatically st
the 02 rate to 2 LPM (liters per minute). CNA #18
stated that his oxygen is always supposed to be
on. CNA#18 was not certain how long his
oxygen was off.

Review of Resident #108's most recent POS

(P hysician Order Sheet) dated 5/1/16
documented the following order, "02 (oxygen) at
2L (liters)/min (minute) via nasal cannula
continuous for shortness of breath." This order
was initiated on &/26/15,

Review of Resident #108's care plan revised
3/316 documented the following intervention
under care area "Respiratory,” "Oxygen as
ordered (specify route, device, and liter flow) 2
LPM via NC (nasal cannula) continuously."

On &11/18 at 1:40 p.m., an interview was
conducted with CNA #18. When asked the
process if a resident's oxygen concentrator is not
on, CNA #18 stated, "Cut it on immediately and
tell the nurse. Oxygen to me is important.” When
asked if she is allowed to administer medications
she stated, "No." When asked if she is allowed to
administer oxygen she stated, "Was | not
supposed to turn it on?"

On 5/11/16 at 1:51 p.m., an interview was
conducted with LPN (Licensed Practical Nurse)
#3. When asked who was responsible for
ensuring oxygen is in place and functicning for a
resident who utilizes 02, she stated, "The nursas."
When asked who was allowed to administer
OxXygen she stated, "The nurses. Oxygen is
considered a medication. We don't know if CNA's
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administration.”

(t

s/copd/

know the proper liters a resident has io be on.”

On 5/11/16 &t 2:00 p.m., an inierview was
conducted with CNA#13. When asked the
process if she notices a resident's oxygen
concenirator not en she stated, "Tell my charge
nurse and inform tham 02 is not on. | don't touch
it because it is beyond my scope of practice.
Oxygen is considered a medication.”

Facility pelicy titled, "Oxygen Therapy,” did not
address the above concern.

On §/12/15 at 2:54 p.m., ASM (Administrative
Staff Member) #2, the DON (Director of Nursing)
was made aware of the zbove findings.

According to Fundamsntals of Nursing, Perry and
Pctter, 6th edition, page 1122, Oxygen should be
reated as adrug. It has dangerous side effects,
such as atelectasis or oxygen toxicity. As with
any drug, the dosage or concentration of oxygen
should be continuously monitored. The nurse
should routinely check the physician’s orders to
verify that the client is receiving the prescribed
oxygen coencentration. The six rghts of
medication administration also pertain to oxygen

No further informaticn was presented prior to exit,

hitp:/Awww nhlbi.nih.gov/healih/health-topicsftopic

F 441 483,65 INFECTION CONTROL, PREVENT
5S=E| SPREAD, LINENS

The facility must establish and maintain an
Infection Contrel Program designed to provide a
safe, sanitary and comfortable environment and
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F 441 1. Resident #124 no longer has loose

stools. No adverse affects were

control practices.

noted to resident #126, #127, #1 28,
#129 or #107 due to poor infection

lelaa
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te help prevent the develecpment and
transmission of disease and infection.

(a) Infecticn Control Program

The facility must establish an Infection Contrel
Program under which it -

(1) Investigates, controls, and prevents infections
in the facility;

(2) Decides what procedures, such as isclation,
should be applied te an individual resident; and
(3) Maintains a record of incidents and corrective
actions related te infections.

{b) Preventing Spread of Infecticn

(1) When the Infection Centrol Program
determines that a resident needs isclation to
prevent the spread of infection, the facility must
isolate the resident.

(2) The facility must prohibit employees with a
communicable disease or infected skin lesions
from direct contact with residents cr their feod, if
direct contact will transmit the disease.

{3) The facility must require staff to wash their
hands after each direct resident contact for which
hand washing is indicated by acceptad
professional practice.

{c) Linens

Personnel must handle, store, process and
transport linens so as to prevent the spread of
infection.

This Reguirement is not met as evidenced by:
Based on observation, staff interview, facility
document review, clinical record review and in the
course of a complaint investigation, it was
determined that the facility staff failed to provide
care and services in @ manner to prevent

2. Residents in the facility have the
potential to be affected by poor
infection control practices. Staff
observations have been conducted
after providing care and
handwashing is being performed
properly as well as disposal of
gloves, wheelchair cushions have
been audited and none were found
to be soiled. Mo Foley catheter
tubing was noted to be touching the
floor.

3. Nursing staff and CNAs will be in-
serviced on preventing the spread of
infection and isolation precautions
by DCS/designee to ensure

handwashing is done after each .
resident contact and proper disposal

of gloves, wheelchair cushions will
be monitored weekly x 3 months to
ensure no cushions are saturated
with urine, residents with foley
catheters will be observed weekly x
3 months to ensure the catheter
collection bag is off of the floor.
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infections for six of 30 residents in the survey
sample, Resident #124, Resident #1268, Resident
#127, Resident #129, Resident #128 and
Resident #107.

1. The facility staff failed to place Resident #124
in contact isolation when she was demonstrating
signs and symptoms of having C. Diff {(clostridium
difficile).

2. For Resident #1286 facility staff failed to wash
their hands after providing personal care 1o the
resident's roornmate and before serving the
resident lunch.

3. For Resident #127 facility staff failed to wash
their hands after providing personal care.

4. For Resident #129, facility staff failed to
dispose of a wheelchair cushion saturated in
uring in a sanitary manner.

5. Facility staff failed to dispose three boxes of
gloves that were contaminated by Resident #128.

6. The facility staff failed to keep Resident #107's
Foley catheter* bag and tubing off the floor during
muiltiple observations on 5/11/186.

The findings include:

1. Resident #124 was admitted to the facility on
4/26/16 with diagnoses that included but were not
limited to, end-stage kidney disease, high blood
pressure, diabetes and chronic c-dif {clostridium
difficile).

The most recent MDS, an admission
assessment, with an ARD of 5/3/16 coded the
resident as 13 out of 15 on the BIMS indicating
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4. Results of the reviews will be
discussed by the
administrator/designee at the
Quality Assurance Performance
Improvement meeting monthly for
three (3} months. The committee
will recommend provisions to the
plan as indicated to sustain
substantial compliance.
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the resident was cognitively intact to make daily
decisions. The resident was coded as requiring
assistance from siaff for all activities of daily
living. The resident was coded as being
irequently incontinent of siool. In section " —
Active diagnoses" the resident was coded as
having "ENTEROCOLITIS*™ DUE TO
CLOSTRIDIUM DIFFICILE"

An observation was made of Resident #124 on
5/11/16 at 1:42 p.m. Resident #124 was sitting up
in a wheelchair next to her bed. The resident's
roommate was in a wheelchair at the foot of her
bed.

An observation was made of Resident #124 on
5/12/16 at 9:07 a.m. Resident #124 was lying in
bed on her left side, she was wearing a brief that
was not visibly soiled. The resident's roommate
was in a wheelchair at the foot of the bed. A staff
member was coming out of the room.

Review of Resident #124's care plan dated
4/26/16 documented in part, "8, Infection Alert.
Type: Chronic CDhiff. Moniior for S/3 (signs and
symptoms) infection -- loose stools, Meds as
ordered. Isolation: D/C (discontinued)."

Review of the physician's orcers dated, 4/28/16
documented, "D/C (discontinue) contact
precauiions."

Review of Resident #124's nurses' notes dated
5/5/16 documented in part, "Incontinent of bowel
and bladder. N.O. (new order) from MD anusol
supp (suppository) 1 via rectum daily X (times) 10
days, iucks to rectal area after each loose sfool
PRN (as needed) for hemorrhoids."

Review of the physician's orders on 5/5/16
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documented, "Anusol Supp 1 via rectum daily X
10 days Tucks to recial area after each loose
stool "

Review of Resident #124's nurses' notes dated
5/6/16 and timed "11-7 (11:00 p.m. {o 7:00
a.m.)Resident remain (sic) skilled care, ABT
(antibiotic)/c-diff continues... X1 loose stool." The
documentation did not evidence that the
physician had been notified.

Review of the nurses' notes dated 5/6/16 and
timed "7-3 (7:00 a.m. to 3:00 p.m.)" documented,
"Resident had loose stools X1 this shift. No blood
noted when rendering incontinence care." The
documentation did not evidence that the
physician had been notified of the loose stool.

Review of Resident #124's MAR dated 5/5/15
documented, "Anusol Supp 1 via recium QHS X
10 day (sic)." If was documented that the resident
received the suppository on 5/6/18, 5/7/18,
5/8/16, 5/10/16 and 5/11/16. Further review
documented, "Tucks to rectal area after each
loose stool as needed PRN." There was no
documentation that the resident had been freated
with the Tucks.

Review of the physician's orders on 5/6/16
docurnented, "C diff stool X 1."

Review of the unit's 24 hour report documented in
part:

5/6/16, "(Name of resident #124). ABT
(antibiotic)/C-diff. ?Contact Precautions? 11-7 No
reactions X1 loose stool. Vanc (Vancomycin) in
route this am from pharmacy. 7-3. ABT, no
adverse reactions. Loose stool X 1. 3-11 (3:00
p.m. to 11:00 p.m.) stool samp (sample). Call lab
for pickup."
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518/18, "(Name of resident #124). 11-7 Loose
Stools."

5/9118, "(Name of resident #124), 11-7. Resident
is not on contact precautions, 1 reporied loose
stool....she has loose stools daily. Please F/U
(follow up) in am (c with a line over it meaning
with) order for contact, she ambulates with loose
foul stool."

5/10/186, "(Name of resident #124)., 11-7. DIT
(due to) No F/U on stool sample called Lab
(laboratory) No record received. Loose stools
daily {with) foul odor. “?contact precaution?"
Resides in semi-private room with looseffoul
stool. *Tx (treated) for C-diff, F/U {with) MD
(medical doctor) RE: contact precaution order."
5111/186, "(Name of resident #124). F/U (with) MD
RE: CONTACT PRECAUTION."

Review of the resident's record did not evidence
documentafion that the physician had been
notified about the loose stools or to follow up on
the need for contact precautions,

Review of Resident #124's nurses' notes dated
5/10/18 and timed 7:00 a.m. to 3:00 p.m.
documented in part, "Incontinent of bowe! and
bladder." 3:00 p.m. to 11:00 p.m. nurse's nota
documented in part, "Rsd (resident) has
diagnrosis of c-diff (a 0 with & line through it
meaning no) contact precautions present/ in semi
private room {with) roommate." The
documentation did not evidence that the
physician had been notified.

An interview was conducted on 5/12/16 with ASM
#B, the medical director. When asked what if
anything would he do if a resident with a
diagnosis of C-diff continued to have loose stools
ASM #8 stated, "If they're still having loose stools
they should call the doctor. | would keep the
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resident in isolation if still having loose stools
because the C-diff is still positive "

An interview was conducted with CNA (certified
nursing assistance) #11, the aide caring for
Resident #124. When asked what process siaff
followed if a resident had loose stools CNA #11
stated, "Notify the nurse." When asked if the
resident had had any lcose stools that day, CNA
#11 stated, "She hasn't had any." VWhen asked
what infection control process staff used when a
resident had C-diff, CNA#11 stated, "You have fo
wash your hands with soap and water." When
asked how she sanitized her hands for Resident
#124 she siated that she used soap and water,

An interview was conducted with ASM #3, the
assistant director of nursing. When asked about
the 24 hour report for Resident #124, ASM #3
stated, "If | speak honestly, | don't recali being
part of that discussicn." When asked if she would
be concarned about the resident continuing to
have loose stools, ASM #2 stated, "Absolutely,
we would call the doctor and get a (stool)
specimen,”

An interview was conducted on 5/12/15 at 8:4C
a.m. with LPN #9, the unit manager. When the 24
hour report was reviewed, LPN #9 stated, "I might
not have seen this yesterday morning, | was
pulled fo the cart (medication cart)." When asked
what process she would foliow knowing the
information on the 24 hour report, LPN #9 stated,
" would look at the whple situation, the loose
stools, the culture, did anyona contact the M.D.
(medical doctor)." When asked what process
staff foliowed for a resident with C-diff, LPN #2
stated, "Most time when patient has C-diff they're
placed in a private room, they have their own bin
{for trash), staff gown and glove up." VWhen asked
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what the reason for the resident to have their own
room, LPN#8 stated, "It's (C-diff} highly
contagious.”

On &/12/16 at 3:20 p.m. ASM #1, the
administrator and ASM #2, the director of nursing
were made aware of the findings.

No further information was provided prior o exit.

In Basic Nursing, Essential for Practice, 6th
edition (Potter and Perry, 2007, pages 56-59),
was a reference source for physician's orders and
notification. Failure to monitor the patient's
condition appropriately and communicate that
information to the physician or health care
provider are causes of negligent acts. The best
way 1o avoid being liable for negligence is to
follow standards of care, fo give competent health
care, and to communicate with other health care
providers. The physician or health care provider
is responsible for directing the medical treatment
of a patient,

2. Resident #126 was admitted to the facility on
9/29/15 and was readmitted on 3/20/16 with
diagnoses that included but were not limited to:
seizures, muscle weakness, heart failure and
depression.

The most recent MDS (minimum data set), a
quarterly assessment, with an ARD {assessment
reference date) of 4/13/16 coded the resident as
13 out of 15 on the BIMS (brief interview of

“mental status) indicating the resident was

cognitively intact to make daily decisions. The
resident was coded as requiring set up
assistance for activities of daily living.

An observation was made on 5/10/16 at 12:30
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p.m. of CNA (certified nursing assistant) #14. The
CNA come around the curiain of the resident next
to the window holding plastic bag in her gloved
hands. CNA #14 stood at the sink, removed her
gloves and, without washing her hands, put on
ancther pair of gloves, tied up the plastic bag and
took it cut of the room. CNA #14 returned to the
room, removed her gloves and picked up the
lunch fray for Resident#126 and put it on her
over bed table, CNA#14 did not wash her hands
before giving the resident her lunch tray.

An interview was conducted on 5711116 at 11:40
a.m. with LPN (licensed practical nurse) #1.
When asked what infection confrol process staff
followed when providing care to a resident, LPN
#1 stated, "Wash hands between patients and
after contact with patients.”

An interview was conducted on 5/11/16 at 1:48
p.m. with CNA #12. When asked the process
staff followed when providing resident care, CNA
#12 stated, "You put on gloves when helping (the
resident), take gloves off and wash your hands.
Of course you don't go from resident to resident
with the same gloves." When asked if staff should

-+ wash their hands afier fouching the residents,

CNA #12 stated, "Oh, yes. | always wash my
hands."

An interview was conducted on 5/11/16 at 2:12
p.m. with CNA #13. The cbservation was of
5/10/16 at 12:30 p.m. was described to CNA#13.
CNA#13 stated, "First and foremost she should
have taken her gloves off before going into the
hallway and she should have washed her hands
before handling the tray for the cther resident.”

An inferview was conducted on 5/11/16 at 3:42
p.m. with ASM (administrative staff member) #2,
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the director of nursing. ASM #1, the adminisirator
was also prasent. When asked what infection
contro! process staif followed when providing
care to a resident, ASM #2 stated, "Staff should
wear gloves anytime touch body fluids, wear
agloves during incontinent care. The need to wash
iheir hands before and after care between
resident.” The obsarvation of 5/11/16 at 12:30
p.m. was described fo ASM #2. ASM #2 stated,
*She should have washed her hands as soon as
she emptied that trash and took her gloves off.
She should have washed her hands.*

No further information was provided prior to exit.

In Fundamentals of Nursing, Lippincott Williams
and Wilkins, page 140-143, concerning hand
washing and the use of hand sanitizer: "The
hands are conduiis for almaost every transfer of
potential pathogens from one paiient o another,
from a contaminated object to the patient, or from
a staff member to the patient. Hand hygieng is
the single most important procedure in preventing
infeciion....typically hands are washed with soap
before coming on duty; before and after direct or
indirect patient contact;...before preparing or
administering medications...always wash your
hands with soap after removing gloves...when
using hand saniiizer, apply a small amount of the
alcohol-based hand rub io all surfaces of the
hands. Rub hands togeiher until the entire
product has dried (usually about 30 seconds).”

A review of a pages 1518 - 1520 from
Fundamentals of Nursing, Potter and Perry, Bih
edition, the facility's standard of practics, and
provided to the surveyor as part of the facility's
wound care policy, revealed, in part, the following
as ihe procedure to be followed once a clean
dressing has been applied to a wound: "Remove

EORM CMS-2557 (02-99) Previcus Versions Obsolete

J2WF12 If confinuation sheet Page 128 of 153



(

CEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed:  ©5/26/2016
FORM APPROVED

OMB NO. 0938-0391

gloves and dispose of soiled supplies. Perform
hand hygiene."

3. Resident#127 was admitted to the facility on
11/4/14 with diagnoses that includad but were not
limited to: high blood pressure, elevaied
cholesterol and arthritis.

The most recent MDS, an annual assessment,
with an ARD of 3/8/16 coded the resident as
having 15 out of 15 on the BIMS, indicating the
resident was cognitively intact to make daily
decisions. The resident was coded as requiring
assistance of two staff for all aciivities of daily
living except for eating which the resident could
perform after her tray was set up. The resident
was coded as always being incontinent of urine
and stool,

An observation was mads on 5/10/16 at 12:30
p.m. of CNA (certified nursing assistant) #14. The
CNA come around the curtain of Resident #127.
There were ftwo bed pads on the foot of the bed.
CNA#14 was holding plasiic bag i her gloved
hands. CNA#14 stood at the sink, removed her
gloves and, without washing her hands, put on
another pair of gloves, tied up the plastic bag and
took it out of the room. CNA#14 returnad to the
reorm, removed her gloves and picked up the
lunch tray for Resident #126 and put it on har
over bed table. CNA #14 did not wash her hands
before giving the resident her lunch tray.

CNA#14 was not available for interview on
5111186.

Aninterview was conducted on 5/11/18 at 11:40
a.m. with LPN (licensed practical nurse) #1.
When asked what infection control process staff
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followed when providing care to a resident, LPN
#1 stated, "Wash hands between patients and
after contact with patients.”

An interview was conducted on 5/11/16 at 1:48
p.m. with CNA#12. When asked the process
staff followed when providing resident care, CNA
#12 stated, "You put on gloves when helping (the
resident), take gloves off and wash your hands.
Of course you don't go from resident to resident
with the same gloves." When asked if staff should
wash their hands after touching the residents,
CNA#12 stated, "Oh, yes. | always wash my
hands."

An interview was conducted on 5/11/16 at 2:12
p.m. with CNA#13. The observation was of
5/10/16 at 12:30 p.m. was described to CNA #13.
CNA#13 stated, "First and foremost she should
have taken her gloves off before going into the
hallway and she should have washed her hands
before handling the tray for the other resident.”

An interview was conducted on 5/11/16 at 3:42
p.m. with ASM (administrative staff member) #2,
the director of nursing. ASM #1, the administrator
was also present. When asked what infection
control process staff followed when providing
care to a resident, ASM #2 stated, "Staff should
wear gloves anytime touch body fluids, wear
gloves during incontinent care. The need to wash
their hands before and after care between
resident." The observation of 5/11/16 at 12:30
p.m. was described to ASM #2, ASM #2 stated,
"She should have washed her hands as soon as
she emptied that trash and took her gloves off.
She should have washed her hands."

No further information was provided prior to exit.
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4. For Resident #129, facility staff failed to
dispose of a wheelchair cushion saturated in
urine in a sanitary manner.

Resident #129 was admitted to the facility on
9/1j2015 with diagnoses that included but were
not limited to high blood pressure, GERD
(gastroesophageal reflux disease), high
chelestercl, thyreid disorder, and Non-Alzheimer's
dementia. Resident #129's most recent MDS
(Minimum Data Set) was a significant change
assessment with an ARD (Assessment
Reference Cate) of 2/8/16. Resident #129 was
coded as being severely impaired in cognition
scoring 3 out of 15 on the BIMS (Brief Interview
for Mental Status) exam. Resident #129 was
coded as requiring extensive assistance from
staff with dressing, personal hygiene, and
bathing; independent with ambulation and eating;
and supervision with toileting. Resident #129 was
coded as being incontinent of bowel and bladder,

On 5/12/16 at 8:20 a.m., observation of the
Hanover (secured unit) was conducted. A strong
uring odor was coming from Resident #129's
room, The resident was not in the room and the
bed was stripped. At 8:30 a.m., CNA (certified
nursing assistant) #1 approached this surveycr.
She stated, "The resident had an accident and |
cleaned it up but | am waiting for housekeeping tc
come in and sanitize the bed. The resident was in
the dining room earlier but she likes to walk into
herroom and pee on the bed or the floor.” Af
9:30 a.m., house cleaning was cbserved
sanitizing Resident #129's bed and floor. The
urine spell dissipated after the rcom was
sanitized.

On 5/1216 at 11:30 p.m., there was a strong
urine oder coming from Resident #129's room,
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On 5/12/16 at 1:00 p.m. the urine odor was stili
present,

Review of Resident #129's care plan revised
2/25/16 documented the following under care
area Behavior/Mood, "Socially inappropriate

behavior (specify) urinates on floor.."

Review of Resident #129's care plan revised
2/25/16 documented the following under care
area Elimination GU (urinary), "Focus: The
resident has aitered bladder
elimination...Approaches and interventions;
...Check for incontinence. Wash, rinse and dry
soiled areas...”

On 5/12/16 at 1: 00 p.m., an interview was
conducted with CNA {certified nursing assistant)
#1. When asked how urine is cleaned after an
incontinent episode she stated, "The CNA's pick
up the urine or stool but then we call
housekeeping to sanitize the room.” When asked
if this was done each time a resident has an
incontinent episode she stated, "Yes." Whan
asked if housekeeping responds right away she
stated, "Yes, they are very good about cieaning
the room right away.” YWhen asked what she
could tell me about Resident #129 she stated,
"She has g lot of incontinent episodes. She wili
pee on the floor, on her bed, take her soiled
clothes off and hang them over the railing in the
hallway. CNA#1 stated, "Her room still smells
now. She actuzlly just had an accident in her
wheelchair when she was on her way back from
activities. The activities assistant brought her
back and her wheelchair cushion was all wet,”
When asked what time she came back from
activities she stated, "Around lunch time. |
cleaned her up buti didn't have time to get a
large bag for her cushion so it 1s in the bathroom
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right now. When asked to see the wheelchair
cushion, CNA#1 opened the bathroom door. The
wheelchair cushion was observed on the ficor in
the corner of the bathroom soiled from urine.
When asked why she did not have ime fo clean
the cushicn right away she stated, "It was during
meal trays and | have to prioritize my tasks."
When asked why leaving the sciled cushicn in the
cerner of the bathroom was a concern she stated,
"It 15 an infection contral issue." YWhen asked
how she usually cleans wheelchair cushicns she
stated, "We bag them and give to housekeeping.
| haven't had a chance to fell housekeeping yet."

On 5/12/16 at 1:10 p.m., an interview was
conducted with OSM {Qther Staff Member) #6,
housekeeping. She stated that she has never
been asked o clean a wheelchair cushion before.

On 5/12/16 at 1; 15 p.m., an interview was
conducted with CNA #17. When asked the
process if a resident soils a wheelchair cushion
she stated, "We usually will just throw them away
and get a new cushicn from therapy. Sometimes
the cushions have a covering that will be carried
o laundry." She stafed the covering is carried in
a plastic bag.

On 5/12/16 at 1;18 p.m., an interview was
conducted with LPN (Licensed Practical Nurse)
#6. When asked the process if a resident soils a
wheelchair cushion she stated, "Contact
maintenance and they will pressure wash the
cushion or we throw away the cushicn and ask
therapy for a new one." She stated the cushion
should always be bagged and never tossed on
the flocr. She stated soiled linens or cushicns
should never be placed con the floor because of
cross contamination.
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On 5/12/16 at 2:24 p.m., an interview was
conducted with OSM {Other Staif Member) #5 the
maintenance directer. He stated that the CNA's
will wipe the wheelchair cushion after a resident
has an incontinent episcde and then will bag the
cushicn and give to maintenance o pressure
wash.

Facility policy titled, "Exposure Control Plan:
Linen Handling" did not address the handling of
soiled wheelchair cushions,

Cn 5/12/16 a2t 2:54 p.m., ASM {Administrative
Staff Member) #2, the DON (Director of Nursing)
was made aware of the above findings. No
further infermation was presented pricr o exit.

5. Facility staff failed to dispose fhree boxes of
gloves that were contaminated by Resident #128.

Resident #128 was admitted to the facility on
2/9/16 and readmitted on 2/17/16 with diagnoses
that included but were nof limited fc type fwo
diabetes mellitus, high blood pressure, dementia
with behavicral disturbance, and anxiety discrder.
Resident #128's most recent MDS {Minimum
Data Set) was an admission assessment with an
ARD {assessment reference date) of 2/24/16.
Resident #128 was ccded as being severely
cognitively impaired scoring 3 out of 15 cn the
BIMS {Brief Interview of Mental Status) exam.
Resident #128 was coded as reguiring extensive
assistance from staff with dressing, toileting,
personal hygiene, and bathing; and supervision
with ambulation and eating.

On 5/12/16 at 9:15 a.m., Resident #128 was
observed walking down the hallway with three
{open) boxes of gloves held o her chest. The
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open part of all three boxes of gloves was against
Resident #128's shirt. At 9:16 am., LPN
{Licensed Practical Nurse) #5 took the boxes of
gloves from Resident #128 and walked into room
313 with the gloves. At 9:17 a.m., LPN #5 walked
out of room 313 without the gloves. Room 313
was not Resident #128's room. At 9:17 am., the
three boxes of gloves were observed to be on top
of a television that belonged o another Residant
in room 313,

On 5/12/18 at 10:41 a.m., an interview was
conducted with LPN #5. When asked where she
had placed the three boxes of gloves Resident
#128 had been carrying she stated, "In room 313,
I'hid them.” LPN #5 showed this surveyor the
three boxes of gloves. She stated, "l am not sure
where she got these gloves from." LPN #5 was
asked if room 313 was Residant #128's room,
she staied, "No, this is not her room.” LPN #5
stated that she was not sure how Resident #128
was carrying the gloves. When fold LPN #5 the
above observation she stated, "I never thought
about that, whether they were considered
contaminated.” LPN #5 took the boxes of gloves
out of the room and disposed of them in the
trash.

On 5/12/16 at 11.00 a.m., an interview was
conducted with CNA#1, When asked the
process it she observed a resident holding z box
of gloves (open side o the chest) she stated,
"Throw them away. You don't know what the
gloves have touched.”

Facility policy titled, "Disposable Non-Sterile
Gloves" did not address the above concem.

On 5/12/16 at 2:54 p.m., ASM (Administrative
Staff Member) #2, the DON (Director of Nursing)
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was made aware of the above findings. No
further information was presented prior to exit.

8. Resident#107 was admitted to the facility on
1141710 and most recently readmitted on 4/15/16
with diagnoses inciuding, but not fimited to: end
stage renal disease requiring dialysis, intellectual
disability, diabetes, glaucoma, testicular cancer
and blindness. On the most recent MDS
{minimum data set), a 14-day Medicare
assessment with ARD {assessment reference
date) 4/19/18, Resident #107 was coded as being
severely cognitively impaired for making daily
decisions, having scored four out of 15 on the
BIMS (Brief Interview for Mental Status). He was
coded as having an indwelling catheter.

On 5/10/16 at 12:30 p.m. and 3;25 p.m., and on
5/12/18 at 7:55 a.m., Resident #107 was
observed lying in his bed with the bianket pulied
over his head. At each observation, the catheter
drainage bag and part of the catheter tubing were
touching the floor.

A review of the physician's orders revealed, in
part, the following order, written 5/1/16: "Foley
cath (catheter} 18 Fr {16 French - denofes size of
catheter} for urinary refention. Foley catheter
care g shift {each shift}."

A raview of the comprehensive care pian for
Resident #107 dated 2/2/16 and updated on
5/9/18 revealed, in par, the following: "The
resident has altered biadder elimination...cath
{catheter care} as ordered and pm {as needed)."
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On 5/12/16 at 8:55 am., LPN (licensed practical
nurse; #7 was interviewed regarding Resident
#7's catheter drainage bag and tubing touching
the floor. She stated: "It needs to be picked up.
The bag and the bagging need to be changed. It
should not be dragging the floor.” When asked
why these items should not be in contact with the
floor, she stated: "It is infection contral. These
residents are already prone to infection. The bag
and tubing should not be in contact with the dirty
floor.”

On 5/12/16 at B:00 a.m., CNA (certified nursing
assistant) #3 was asked what she would do if she
entered a room and chserved a resident's
catheter drainage bag and catheter tubing in
contact with the fleor. She stated: "It can't be on
the floor. | would go get the nurse because it
can't be on the floor. It's an infection control
thing."

On 6/12/18 at 3;10 p.m., ASM #1, the
administrator, ASM #2, the director of nursing,
ASM #3, the assistant director of nursing, ASM
#4, the corporate consultant, and ASM #5, the
corporate MDS consultant, were informed of
these concerns.

Areview of the facility policy entitled
"Catheterization, Male and Female Urinary"
revealed, in part, the following: " Tubing must be
off of the flocr at all times "

No further information was provided prior to exit.

*A soft, plastic or rubber tube that is inserted into
the bladder to drain the uring.” This information
is taken from the website

hitp:/fwww . nlm.nih.gov/medlineplus/ency/article/Q
03981.htm

F 441
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Accotding to Fundamentals of Nursing, Lippincoit
Williams and Wilkins Eighih Edition 2008,
Lippincott Company, pags 757, tilled Renal and
Utinary Disomderts, undet the haading
"Management of a Patient with an Indwelling
Catheter and Clossd Drainage Sysiam" the
subhzading: "Maintaining 2 closed dminags
sysiem: 2. Main{ain an unobstcied utine fow.
b. Utine should not be allowed to collect in tubing
because free flow of uting must be maintainad o
prevent utinary tract infection. ImpropeT dizinage
occuts when the tubing is kinked or twisiad,
allowing pools of-utine to collect in the tubing. c.
Keep the bag off the ooT to prevent bacterial
contamination.”

COMPLAINT DEFICIENCY

483.75())(1) RES
RECORDS-COMPLETE/ACCURATE/ACCESSIB
LE

The facility must maintain clinical 12cods on each
tesident in accotdance with accepted
professional standartds and practices that are
complate; accutately decumented; readily
accessiblz; and systematically ompanized,

The clinical tecotd must contain sufficient
information to identify the resident; a 1ecod of the
resident's assessments; the plan of care and
servicas piovided; the esults of any :
preadmission scieaning conducted by the State;
and progTess notes.

This Requitement is not met as evidenced by:
Based on observation, staff interview, G&cilty
document teviavy, and clinical tecod teview, it
was detemmined that the facilily staff fajled to

F 441

{F 514}

1.Resident #116 no longer resides in
the facility. Facility staff updated
the plan of care for resident #130 to

include history of making threats to
others. Unable to conclude why

there were circled blood sugar check
for resident #115. Resident #110 has
an updated safety care plan.

2. Residents that reside in the facility
have the potential to be affected.
Resident #130 has not made any
threats to other rasidents.
Medication Administration Records
{MARS) and of current diabetic
residents will be audited to ensure
physician ordered blood glucose
testing has been completed and
those that have not been completed
have appropriate documentation.

380 &
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maintain a complete and accuraie clinical record
for four of 30 residents in the survey sample,
Residents #116, #130, #115 and #110.

1. The facility staff failed to document their
interventions to immediately separate Resident
#1186 from his roommate (Resident #130)
following a threat made by Resident #130 toward
Resident #118 on 5/9/16.

2. The facility staff fziled tc documeni Resident
#130's threat io his rocmmate (Resident #118) on
5/2/18.

3. Facility staff failed to document why a blood
sugar on 5/4/16 at 9:00 p.m. was not done: the
nurse circled her initials but did not document on
the back of the MAR the reason why fhe blood
sugar was not done.

4. Fadility staff fajled to maintain an accurate care
plan for Resident #110 under care area "Safety."

The findings include:

1. Resident #1168 was admitted to the facility on
5/3/16 with diagnoses including, bui not limited to:
schizophrenia, dementia, high blood pressure,
and depression. On Resident #116's admission
nursing assessment dated 5/3/18, he was coded
as having hoth short term and long term memaory
preblems. He was coded as having a history of
depression, but was coded as not having any
behaviors. He was coded as having an alteration
in safety awareness due o cognitive decline.

Resident #130 was admitted to the facility on
10/10/13 and most recently readmiited on
11/21/14 with diagnoses including, but not limited
to: chronic obstructive pulmonary disease,
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3. Licensed nurses will be educated
onaccurate documentation of
medical records to include refusal of
blood glucose monitoring by
DCS/designee. In-servicing will be
provided to licensed nursing staff to
address updating plan of care for
changes in condition and behavioral
outburst. This in-service will also
include the notification of MD/RP.
Random weekly review will be
conducted by the DCS/designee for
five (5) residents per week for three
(3) months to ensure that the any
behavioral episodes have been
added to the plan of care, MD/RP
have been notified and immediate
interventions in place. Random
weekly review will be conducted by
the DCS/designee for five {5)
residents per week for thres (3)
months to ensure blood glucose
testing has been performed as
orderad by MD and any refusal have
been documented along with
MD/RP notification.
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epilepsy, heart failure, agitation and history of a
stroke. Onthe most recent MD'S (minimum data
set), a quarterly assessment with (ARD)
assessment reference date 31104186, Resident
#130 was coded as having moderate cognitive
impairment for making daily decisions, having
scored sight out of 15 on the BIMS (brief
interview for mental status), He was coded zs
having exhibited no behaviors during the look
back period.

On the following dates and times during the
survey, Residents #1168 and #130 were observed
in the same room: 5/10/16 &t 3:15 p.m.; 5/ 11/16
at7:40 a.m. and 5:15 p.m. On 5/12/16 a1 8:10
a.m., Resident #116 was observed to have been
moved to a different room.

Areview of the clinical record for Resident #116
revealed the following nurse's note, dated 5/9/16
at 7:30 p.m. and written by LPN (licensed
practical nurse) #11: "Charge nurse on middle
hall giving out medication. Called to Front Eall
[wing number] by other residents. Resident noted
on floor in hallway. Denies pain or discomfort.
[Names of other residents] state they didn't see
him fall but they heard him hit the floor. Resident
gxtremsaly confused wandering and fumbling
around in the room to the point the roommate is
upset and threating (sic). MD (physician) called
and made aware of fall. Requestb/p (blocd
pressure) tc be rechecked. BP 132/80...Call
placed to MD. Awaiting retum call @ (at) this
time.”

A review of the Admission Care Plan for Resident
#116 dated 5/2/15 listed the following
interventions under the heading
"Falls/Safety/Elopement Risks: " Orthostatic
hypotension precautions (to prevent low bloocd
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4. Resuits of the reviews will be
discussed by the
administrator/designee at the
Quality Assurance Performance
Improvement meeting monthly for
three (3) months. The Committee
will recommend Provisions to the
plan asindicated to sustain
substantial compliance,
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pressure when quickly sitling or standing up),
embulation devices as necessary, 255855
cognitive status as ability o ask for assistance,
assess resident footwear for fit and non-skid
soles, encourage activity, safety checks,
orthostatic BP {blood pressure) checks.

Further review of the clinical record revealed no
further evidence that the faciiity staff addressed
Resident #130's threais fo Resident #1186, or
assessed Resident #116 for safety needs. The
record revealed no evidence thai Resident #1416
was protected from further threats or harm from
Resident #130.

On 5/11/16 at 5:50 p.m., ASM (administrative
staff member) #3, the assistant director of
nursing, was interviewed regarding the above
referenced nurse's note. She was asked o
provide the surveyor with an incident report and
investigation regarding the threat Resident#130
made to Resident #116. She stated that she did
not have any further documentation regarding this
incident. She stated that she was aware that the
nurse working the floor when the incident
occurred separated the residents immeadiately,
and kept Resident #116 at the nurse's stafion unii
Resident #130 had gone to sleap. She stated
that when Resident #130 wenti to sieep, the
faciiity staff assisted Resident #116 back into his
bed (in the same room as Resident #130).

Cn 5M11/16 at 6:10 p.m., LPN #11 was
interviewed about the above referenced incident.
She stated that she was initially focused on
Resident #116's fali and on assessing him for any
injuries. She siated that her assessment
revealed no apparent injuries for Resident #116.
She stated that Resident #1716 was being "very
ioud and unsteady” In his room, and that Resident
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#130 said: "If you can't make him sit his
[expletive] down, | will make him sit it down." She
state d that she put Resident #116 in a wheelchair
and took him to sit at the nurse's station for the
duration of the shift. She stated that Resident
#130 went o sleep, and she assisted Resident
#116 back to his bed at that fime. She stated that
she told the supenvisor about this, and that the
supervisor iold her to make sure the residenis
were separated and manitored to make sure
there were no other incidents. When asked if she
recarded any of this informatian in the clinical

‘record, she stated: "No, | didn't. | know | should

have."

On 5/12/16 at 8:25, LPN #9, the unit manager,
was inferviewed regarding what she would do if
she was notified of a resident threatening anaother
resident. She stated that the residents should be
separated for safety. She stated that she would
alert the director of nursing. When asked if she
wauld document any of her actions, she stated
that she would write a nurse's note about what
happened and about any action she took, She
stated that the doctar and the RP should also be
notified. When asked if she was fold about an
incident between Resident #116 and #130, she
siated: "l didn't hear exactly what was said. |
was just told they were arguing. | told the nurse
that we need to get them moved." When asked if
this information was shared in the marning
meeting at any point, she siated: "l brought the
chart to the morning meeting on [the day
following the incident] (5/10/16}." She stated:
"There absolutely should have been an
investigation." She stated she could not recall
exactly what she had shared or what had been
discussed at the morning meeting on 8/10/186.

On 5/12/16 at 8:40 a.m., LPN #10, the evening

OMB NO, 0938-0391
STATEMENT OF DEFICIENCIES {X1) PROVIDER/SUPPLIER/CLIA (X2) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER; A. BUILDING COMPLETED
R-C
495362 B. WING 05/12/2015
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, CITY, STATE, ZIP CODE
ASHLAND NURSING AND REHABILITATION 906 THOMPSON STREET
ASHLAND, VA 23008
X4) 1D SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORRECTION {45)
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL REGULATORY PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG OR L5C IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE GATE
{F 514}| Cantinued From page 141 {F 514}

FORM CMS-2567{02-98) Previcus Versions Obsclete

J2WF12

If continuation sheet Page 142 of 153



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Prinfed:  056/26/2016
_FORW APPROVED

supervisor on 5/9/16, was interviewed regarding
the process to be followed when a resident was
threatened by a rcommate. She stated: "If it was
an actual threat, | would separate them and notify
my boss. | would get witness statements from
anyone who saw or heard anything, whether it
was staff or residents." When asked how she
determined that a threat was an "actual" one, she
stated: "Ar actual threat would be if a patient
said that they would hurt someone or had actually
hurt someone." When asked about the above
referenced incident between Resident #116 and
Resident #130, she stated; "It was not brought to
me as a threat" She said that another staff
member had told her that Resident #130 had
made a statement and that we needed to do
sornething about Resident #1186 falling all over the
place." She stated that her concern was much
more about the resident's unsteadingss and risk
for falls. She stated that a CNA {certified nursing
assistant} sat with Resident #116 the remainder
of the night shift to make sure he was safe. She
stated: "We kept him safe all night. We
monitored him all night." She stated that if she
had been told exactly what Resident #130 had
said, she would have moved Resident #116 to a
different room. When asked if she passed on
any information about this incident to the next
shift, she stated: "l would have passed it on
myself. |t was noton the 24-hour report. | should
have put it on there." When asked if the incident
should have heen investigated as an incident of
abuse, she stated; "Yes. Yes it should have. If|
had known what really happened, | would have."

On 5/11/18 at 5:50 p.m., ASM #1, the executive
director, ASM #2, the director of nursing, ASM #3,
the assistant director of nursing, and ASM #4, the
regional consultant, were informed of these
concerns.

OMB NO. 0938-0361
STATEMENT OF OEFICIENCIES (X1} PROVIOER/SUPFLIERICLIA (X2} MULTIPLE CONSTRUCTION (X3) GATE SURVEY
ANO PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILOING COWPLETED
R-C
495362 B VNG 05/12/2016
NAME OF PROVIDEROR SUPPLIER STREET AOORESS, CITY, STATE, ZIP COOE
ASHLAND NURSING AND REHABILITATION 906 THOMPSON STREET
ASHLAND, VA 23005
(X4} 10 SUMMARY STATEMENT OF OEFICIENCIES 10 PROVIOER'S PLAN OF CORRECTION {x5)
FREFIX (EACH DEFICIENCY MUST BE PRECEOEO BY FULL REGULATORY PREFIX (EACH CORRECTIVE ACTION SHOULO BE COMPLETION
TAG OR LSC IDENTIFYING INFORMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
{F 514}| Continued From page 142 {F 514}

FORM CMS-2567(02-99) Previous Versions Dbsblete

J2WF12

If continuation sheet Page 143 of 153



DEPARTMENT OF HEALTH AND HUMAN SERVICES
CENTERS FOR MEDICARE & MEDICAID SERVICES

Printed:  05/28/2016
FORM APPROVED

A review of the facility policy entitled "Nurse
Progress Notes" revealed, in part, the foliowing:
"A resident's progress shall be documented in the
record as required. The nurse shall utilize the
Progress Note o document resident progress.
The note will be wriiten legibly in black ink and
shall include the following but not-limited to;

Date, Time (specific, not block time), Resident
specific information, Signature with credentials.”

No further information was provided prior to exit.
According to Fundamenials of Nursing Made
incredibly Easy, Lippincott Williams and Wilkins,
Philadelphia PA, page 23: " Nursing
documentation is a highly significant issue since
documentation is a fundamentai feature of
nursing cara. Patient records are legally valid,
and need to be accurate and comprehensive so
that-care can be communicated effectively to the
health care team. Unless the content of
documentation provides an accurate depiction of
patient and family care, quality of care may not be
possible. Many nurses do not realize that what
they document or fail to record can produce an
enormous effect on the care that is provided by
other members of the health care team.”

2. Resident #116 was admitted to the facility on
5/3/16 with diagnoses including, but not limited fo:
schizophrenia, dementia, high blood pressure,
and depression. On Resident #116's admission
nursing assessment dated 5/3/16, he was coded
as having both short term and long term memory
problems, He was coded as having a history of
depression, but was coded as not having any
behaviors, He was coded as having an aiteration
in safety awareness due to cognitive decline.
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Resident#130 was admitted to the facility on
10/10/13 and most recently readmitted on
11/24/14 with diagnoses including, but not limited
to: chronic obstructive pulmonary disease,
epilepsy, heart failure, agitation and history of a
stroke. On the most recent MDS (minimum data
set), a quarterly assessment with (ARD)
assessment reference date 3/10/18, Resident
#130 was coded as having moderate cognitive
impairment for making daily dedsions, having
scored eight out of 15 on the BIMS (brief
interview for mental status). He was coded as
having exhibited no behaviors during the look
back period.

A review of the clinical record for Resident #116
revealed ihe following nurse’s note, dated 5/9/16
at 7:30 o.m. and written by LPN (licensed
practical nurse) #11: "Charge nurse on middle
hall giving out medication. Called to Front Hall
[wing number] by other residents. Resident noted
on floor in hallway. Denies pain or discomfort.
[Names of other residents] state they didn't see
him fall but they heard him hit the floor. Residert
extremely confused wandering and fumbling
around in the room to the point the roommate is
upset and threating {sic). MD {physician) called
and made aware of fall. Reguest b/p (blood
pressure) to be rechecked. BP 132/60...Call
placed to MD. Awaiting return call @ (at) this
ime.”

A review of Resident #130's clinical record
revealed no nurses' notes after 5/2/16. The
record contained no evidence of an altercation
between Resident #130 and Resident #1116 on
5/9/18.

On 5/12/16 at 1:10 p.m., LPN #8 was interviewed
regarding what should be documented if &

{F 514}
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resident makes a threat against another resident.
She stated: "It should go in both resident charts.
| would write a note in each of the charts, | would
say what happened and who | called.”

On 5/12/16 at 1:15 p.m., LPN #3, a unit manager,
was interviewed regarding what should be
documented if 2 resident makeas a threat against
another resident. She stated that the events
should be documented in both residents’
progress notes. She staied that after the
residents are separated and the physician and
RP zre notified, everything that happened with
both residents should be documented.

On 5/12/16 at 3;10 p.m., ASM #1, ASM #2, ASM
#3, ASM #4 and ASM #5, the corporate MDS
consultant, were informed of these concerns.

No further information was provided prior to exit,

3. Resident #115 was admitfed to the facility on
4126/11 with diagnoses that included, but werg
not imited to: cancer, cirrhosis, hepatitis C,
dizbetaes, hypertension, and gastroesophageal
reflux disease,

The most recent MDS (minimum data set)
assessment, was an annual assessment with an
ARD (assessment reference date) of 2/8/16.
Resident# 115 was coded as scoring 15 out of a
possible 15 on the Brief Interview for Mental
Status (BIMS) in Section C, Cognitive Patterns,
indicating the resident was cognitively intact

Review of the clinical record revealed a physician
order originally dated 2/1/16 and most recently
sighed by the physician on 4/1/16 documented:
"CHECK BLOOD SUGAR AT BEDTIME CALL
MD < 60 (less than 80} OR > 450 (greater than
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Review of the MAR {medication administration
record) for May 2016 revealed no documentation
as to why Resident # 115's blood sugar was not
checked on 5/4/16 at 9:00 p.m.

During an interview on 5/11/16 at 3:45 p.m. with
LPN {licensed practical nurse) # 2 tha circled
initials for 5/4/16 at 9:0C p.m. on Resident # 115's
MAR was reviewed. LPN # 2 siated, "If itis
circled there should be remarks on the back (of
the MAR) as to why it was notdaone." The back
ofthe MAR was raviewed with LPN # 2 and LPN
# 2 confirmed that there was no reason
documented.

During an interview on 5/12/16 at 8:45 a.m. with
RN {registered nurse) # 3, a unit manager, the
circled initials on Resident # 115's MAR for 5/4/18
at 9:00 p.m. were reviewed. RN # 3 stated that
the nurse should have put something on the back
and RN # 3 gave examples of reasons that could
have been documented. RN # 3 confirmed that
there was no documentation on the back of the
MAR for the circled initials.

During an interview on 5/12/16 at :50 a.m. with
ASM (administrative staff member) # 1, the
administrator, this concern was shared and the
facility policies related to this issue were
requested.

During an interview on 5/12/16 at 10:20 a.m. with
ASM# 3, the assistant director of nursas, ASM #
3 reported that she {ASM # 3) could find no
documentation as to why that Resident # 115's
blood sugars was not done on 5/4/16 at 8:00 p.m.

Review of the facility policy: Clinical/Medical
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Records decumented the following under
"Policy...Clinical Records are maintained in
accordance with professicnal practice standards
to provide complete and accurate information on
each resident for continuity of care ... The purpose
of the clinical record is to document the course of
the resident's plan of care and to provide a
medium of communication among health care
professionals invelved in this care.."

No further information was provided prior to exit.

According to Fundamentals of Nursing Made
Incredibly Easy, Lippincott Williams and Wilkins,
Philadelphia PA, page 23: "Nursing
documentation is a highly significant issue since
documentation is a fundamental feature of
nursing care. Patient records are legally valid,
and need to be accurate and comprehensive 5o
that care can be communicated effectively to the
health care team. Unless the content of
documentation provides an accurate depiction of
patient and family care, quality of care may not be
possible. Many nurses do not realize that what
they document or fail to record can produce an
enormous effect on the care that is provided by
other members of the health care team."

Fundamentals of Nursing, 6th Edition, Potter and
Perry, 2005, pages 1239-1287, "Effective
communication cf a client's assessment of pain
and his or her response to intervention is
facilitated by accurate and thorough
documentation. This communication needs to
transpire from nurse to nurse, shift to shift, and
nurse to other health care providers, It is the
professional responsibility of the nurse caring for
the client to report what has been effective for
managing the client's pain. The client is not
responsible for ensuring that this information is
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accurately transmitted. A variety of tools such as
a pain flow sheet or diary will help centralize the
information about pain management.”

4. Resident #110 was admitted to the facility on
2/5/2014 and readmitted on 4/10/16 with
diagnoses that included but were not limited to
Schizoaffective disorder, dementia with
behavioral disturbance and type two diabates
mellitus. Resident #110's most recent MDS
(Minimum Data Set) was significant change
assessment with an ARD (Assessment
Reference Date) of 5/2/16. Resident #110 was
coded as being severely impaired in cognitive
status scoring a three on the staff interview for
menial status exam. Resident #110 was coded
as requiring limited assistance from staff with
ambulation; extensive assistance from staff with
transfers, dressing, eating, toileting, and personal
hygiene; and dependent on staff with bathing.
Resident #11C was coded as receiving hospice
services.

Review of Resident #110's clinical record
revealed an SBAR (Situation, Background,
Assessment and Recommendation) assessment
dated 4/30/16 that documented the following:
"Resident fell and hit head.”

A nurses noted dated 5/2/16 documented the
following: "Resident s/p (status post) incident, §
{zero) new injury vs vital signs 108/54, p (pulse)
73, R (respirations) 18, T{temp) 97.5."

Review of the incident reported dated 4/30/16
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documented in par, the following: "...3.
Implemented interventions, including adeguate
supervision, and/or assistive devices to reduce
the risk of an accident that were consistent with
the resident's needs, goals, plan of care and
current standards of practice: a. Interventions
implemented due to hazards and risks: i. gripper
sockKs, ii. increase supervision, iii. increase
encouragement with activities...Care plan
revisions: i. encourage increase with activities
participation ii. Hospice suggest/poss, (possibility)
of soft helmet.”

Review of Residant #110's care plan dated 3/3/18
documented the following interventions under
problem area "Safety” on 4/30/18:

{1} 4/20/18 The resident needs out of room
activities that minimize the potential for falls while
providing diversion and distraction, encourage
participation, 2) 4/30/18 Helmet via hospice."

On 5/10/18 and 5/11/16, Resident #110 was
observed multiple times on the secured unit not
wearing a helmet.

Review of the hospice notes dated 4/30/18
documented in part the following: *...Discussed
possible fall interventions with nurse 1o include
possibility of & soft helmet, nurse suggest to
follow up on Monday with regular staff to see if its
allowed at facility...” No further follow up hospice
or nurse's note could be found regarding the use
of a soft helmet.

Review of Resident#110's most recently signad

POS (Physician Ordar Shest) dated 5/1/16 JUN 09 20
through 5/31/186 revealed that Resident #110 did e
not have an order for a soft helmet. YOHIOCLG
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On 511116 at 3:40 p.m., an interview was
cenducted with Resident #110's hospice nurse
from an outside agency. When asked if Resident
#110 was supposed to be wearing a helmet he
stated, "No. What had happened was the day that
she fell; our on caii nurse went over and
assessed her. The nurse called me to seeifa
soft heimet was necessary. Thera is no way she
would keep a soft heimet on her head. We did not
suggest a soft heimet for her."

On 51116 at 3:50 p.m., an interview was
cenducted with RN (Registered Nurse)} #1, the
new unit manager. She stated that she was not
sure why a soft helmet was piaced on Resident
#110's care pian, She stated, "| was nct the unit
manager during that time and the cid unit
manager does not work here anymare." She
stated that the unit managers were respeonsibie
for updating the care plans. She stated, "The
facliity is trying to get the flocr nurses to update
the care pian as well but back during this time it
was just the unit managers updating the care plan
or MDS." She stated that this intervention should
not have been put on the care pian.

Cn 5/11/16 at approximately 4:00 p.m., an
interview was conducted with LPN #19, the MDS
nurse. When asked who was responsible for
updating the care pian she stated, "Any nurse can
upciate the care pian. Nurses shouid be updating
the care plan if they are taking off orders or
working during a status change." She stated that
she as net familiar with Resident #110's
intervention for a soft heimet. She stated, "That
could have been anybody."

On 5/11/8 at approximately 4:30 p.m. an interview
was conducted with ASM (administrative staff
member} #1, the administrator. He stated he had
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just adopted Resident #11C as his "adopt a
resident” two weeks ago. He stated, "Just
knowing what | know about her in the last two
weeks, there is no way she would leave a helmet
on. A helmet was never planned to be put on
her."

On 5/11/16 at approximately 4:30 p.m., ASM #1,
the administrator was made aware of the zbove
CONCEMS.

Facility policy titled, "Clinical/Medical Records"
documents in part the following: "Clinical records
are maintained in accordance with professional
practice standards to provide complete and
accurate information in each resident for
continuity of care... The purpose of the clinical
record is to document the course of the resident's
plan of care and to provide a medium of
communication among health care professionals
involved in this care."

The following quotation is found in Potter and
Perry's Fundamentals of Nursing 6th edition
(2005, p. 477} "Documentation is anything
written or printed that is relied on as record or
proof for authorized persons, Documentation
within a client medical record is a vital aspect of
nursing practice. Nursing documentation must be
accurate, comprehensive, and flexible enough to
retrisve critical data, maintain continuity of care,
track client outcomes, and reflect current
standards of nursing practice. Information in the
client record provides a detailed account of the
level of quality of care delivered to the clienis."
Poiter and Perry (2005} also includes the
following information: "As members of the health
care team, nurses need fo communicate
information about clients accurately and in a
timely, effective manner."
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No further informaticn was presented prior to exit.
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